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SEVERE DIABETIC STUPOR WITHOUT KETOSIS 
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Physician 


Baragwanath Hospital, Johannesburg 


R. D. Lawrence wrote: . the term diabetes mellitus 
includes a variety of glycosuric conditions separate both 
in clinical type and aetiology.’ The case reported here 
may represent a condition differing in aetiology from the 
usual type of diabetes mellitus. 


CASE REPORT 


An African male age 32 was admitted to the Baragwanath Hospital 
on 3 June 1957, in a state of extreme shock and dehydration. 
He was stuporose, but not in deep coma. The pulse rate and 
blood pressure were not recordable on admission, and his breathing 
was not of the Kussmual type. 

Examination of the urine showed specific gravity 1,020, albumin 
absent, sugar +--+ +++ (Benedict’s test). 

On testing the urine for ketone bodies with Rothera’s test 
there was only a slight purplish colour, which developed on standing 
for 5 minutes. This was recorded as a ‘slight trace’. Similarly the 
test for serum ketone bodies was negative. The test for diacetic 
acid in the urine with Gerhardt’s reagent was negative. 

The rest of the clinical examination was negative except for 
mild bilateral cataracts. The patient is a thin individual, weighing 
113 Ib. (at present) and height S5ft. 7 in. There was no clinical 
evidence of hyperthyroidism or of Cushing’s disease. 

When his condition improved after a few hours we were able 
to obtain history. There was no record of previous treatment for 
diabetes. He had been complaining of polyuria, and general 
weakness for the past month. His appetite had been very poor 
for the same time, and he had had very little to eat for 2 days 
before admission. He did not give a history of a large carbohydrate 
meal such as might have caused a starvation hyperglycaemia 


and glycosuria. However, he had no recollection of events 
for 12 hours before admission. 


Treatment 


Treatment was begun with soluble insulin, 100 units intra- 
venously and 50 units intramuscularly. An intravenous drip 


was set up. Insulin was given at 2-hourly intervals and 4 blood- 
sugar estimations were carried out at hourly intervals as follows: 


Insulin 3 June 


8.45 p.m., 100 units i.v. and 50 units i.m. 
10.45 p.m., 80 units i.v. and 40 units i.m. 
12.45 a.m. next day, 100 units i.v. 


Blood Sugar, 3 June 

8.45 p.m., 1,568 mg. °% 

9.45 p.m., 1,140 mg. % 

10.45 p.m., 924 mg. °% 

11.45 p.m., 700 mg. °. 

From the above it can be seen that it required only 270 units 
of insulin to reduce the blood sugar from 1,568 to 700 mg. %. 

After the 3rd intravenous dose of insulin the patient was given 
40-50 units of insulin subcutaneously at 3-hourly intervals. The 
dosage was subsequently reduced and at present he is maintained 
on 70 units of ‘Novolente’ insulin a day. 

Fluids. Four vacolitres of normal saline were given intravenously 
during the first 2 hours. Subsequently he received 5% dextrose 
in water alternating with 5°, dextrose in saline with 2g. of 
potassium chloride in alternate vacolitres. Thus within the first 
5 hours he had received 7 litres of fluids. 

Progress. Within the first 12 hours he had received 470 units 
of insulin and within the first 24 hours 650 units. There was no 
ketonuria on all subsequent examinations after admission. After 
2 hours the patient showed a remarkable improvement. He was 
mentally clear. His blood pressure was 110/70 mm. Hg. 

Other Investigations 

3 June, on admission: Blood urea 100 mg. °%, serum potassium 
mEq/l, serum sodium 128 mEq/Il., Plasma CO, content 
17-7 mEq/L. 

Total protein 8-1g.°%, albumin 3, globulin 5-1. 

Thymol turbidity 3-5 units. Thymol flocculation negative. 
Colloidal red ++-+-+. Plasma cholesterol 232 mg.%. Total 
lipids 710 mg.°%. Alpha 1 and alpha 2 lipoprotein 31%, beta 
lipoprotein 69%. 

4 June. Haemoglobin 17-7 g.°%. Leucocytes 16-400 per c.mm. 
neutrophils lymphocytes 37°, monocytes 1%. 

14 June. Blood urea 18 mg.°%%. Plasma CO, content 17 mEq/l. 
(same as on admission). 
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20 June. Lumbar puncture. The CSF showed no abnormalities; 
there was | lymphocyte per c.mm. and protein was 16 mg. %. 

27 June. Glucose tolerance test: Fasting blood-sugar 215 mg. °%. 
After ingestion of 50g. of glucose the blood sugar rose to a 
maximum of 320 mg.°%% after 2 hours, and fell to 119 mg. °, after 
9 hours. 

These investigations were carried out by the South African 
Institute for Medical Research at Baragwanath Hospital. 


DISCUSSION 


The unusual features in this case are the following: 


1. The absence of ketonuria although the blood sugar 
was 1,568 mg.% 

2. The patient was not in deep coma, although the blood 
sugar level was extremely high and he became mentally 
clear after only a few hours of therapy. 

3. There was rapid improvement and he required a 
smaller amount or insulin than one would expect. 

The absence of ketosis is the most important feature of 
this case. Lawrence! discusses two types of diabetics who 
do not develop ketosis—the common ‘lipoplethoric’ or fat 
diabetic and the rare ‘lipo-atrophic’ type. The explanation 
offered is that ‘insulin turns labelled glucose not only into 
glycogen but almost equally rapidly into stored fat... The 
lipo-atrophic subject cannot store fat and therefore cannot 
store ingested sugar, which circulates in excess. Perhaps 
the over-full stores of the lipoplethoric patient prevent the 
easy storage of glucose . ’ Therefore, the glycosuria is 
not due to lack of insulin but to failure of conversion of 
glucose to fat. He mentions that in the lipo-atrophic variety 
‘all phases of hyperglycaemia produced an intense lipaemia.’ 
This did not occur in our case although he is also a thin 
individual. There is also no hepatosplenomegaly, which 
was a feature in Lawrence’s case. 

Root and Leech® describe a case of diabetic coma with 
ketonaemia but no diacetic acid in the urine and they attribute 
this anomaly to failure of liver function. 

Another type of diabetes that may be relevant to this 
case is the transient starvation glycosuria that develops in 
experimental animals and humans after periods of starvation 
or fat feeding. The explanation given is that in these 
individuals there is a depression of liberation of insulin 
and a marked hyperglycaemia and glycosuria may develop 
on administration of carbohydrate. 

Lukens and Dohan, as quoted by Cecil and Loeb,* have 
produced permanent diabetes in normal cats through the 
maintainance of hyperglycaemia by the intraperitoneal 
injection of glucose. This procedure, it is postulated, exhausts 
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the beta cells of the pancreas and eventually leads to their 
degeneration. It would be interesting to postulate that a 
similar mechanism is involved in the production of the type 
of diabetes described above, or may precipitate it. That 
is to say: This patient as far as can be ascertained has a 
high carbohydrate and low fat intake; this prolonged high 
carbohydrate ingestion stimulates the beta cells at first, 
but finally they become exhausted, with the resultant pro- 
duction of diabetes. The absence of ketosis is more difficult 
to explain; possible factors may be the low fat storage due 
to low intake of fats, or liver dysfunction resulting in their 
abnormal metabolism. 

The other features mentioned above—the fact that the 
patient was not in deep coma and responded rapidly, and 
required relatively small amounts of insulin—may perhaps 
also be explained by the absence of ketonuria. It appears 
that the mental state in diabetic coma is associated with the 
acidosis rather than the hyperglycaemia, and the presence 
of acidosis indicates a severe type of metabolic disturbance 
requiring a larger amount of insulin. 

As regards therapy in diabetic coma Root and Leech 
point out the danger of excessive administration of glucose. 
If glucose is given before it can be utilized, it will result in 
further dehydration, which in turn may cause irreversible 
cerebral damage. We feel that this would apply particularly 
to the type of stupor described above, where the initial 
blood-sugar level was extremely high. It would be preferable 
to administer glucose only when the patient is well hydrated 
with intravenous saline. 


SUMMARY 


A case of diabetic stupor without ketosis and with blood 
sugar of 1,568 mg.°% is described. Certain possible theories 
for the absence of ketosis are mentioned. It is also pointed 
out that premature administration of glucose may be of 
danger in a case of this nature, and it is important to note 
that this type of diabetes required relatively small amounts 
of insulin despite the high blood sugar level. 


We wish to thank the Superintendent of Baragwanath Hospital 
for permission to publish this case. 
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LECTURES BY CONGRESS VISITORS FROM OVERSFAS 


Overseas visitors to the South African Medical Congress will 
give the following lectures at Cape Town: 

Dr. T. C. Routley, Consultant General to the World Medical 
Association and Past-President of the Canadian Medical Associa- 
tion will speak on 9 September at 8.55 p.m. on ‘The Aims and 
Objects of the World Medical Association’ at the Physiology 
Lecture Theatre, Medical School, Mowbray. 

Dr. Ralph Tovell of Hartford Hospital and Yale University, 
Hartford, Connecticut, past president of the American Society 
of Anesthesiologists and editor of Anesthesiology will speak on 
‘Anaesthesia in the New World’ at a meeting of the Cape Western 
Sub-group of the South African Society of Anaesthetists to be 
held on Tuesday, 10 September at 8.15 p.m. in the Physiology 
Lecture Theatre, Medical School, Observatory, Cape. At the 
same meeting Dr. R. Bryce Smith of the Nuffield Department of 


Anaesthesia, University of Oxford, wil! speak on ‘Anaesthesia 
in the Old World’. Telephone number of the venue 5-2455. _ 

Dr. J. H. Cyriax, Physician to the Department of Physical 
Medicine, St. Thomas’s Hospital, London, will speak on ‘The 
Intervertebral Disc’ at a meeting of the Cape Western Sub-group 
of the South African Society of Specialists in Physical Medicine, 
on Wednesday, !1 September at 8.15 p.m. at the Falconer Lecture 
Theatre, E. Floor, Groote Schuur Hospital, Observatory, Cape. 
Telephone number of venue 5-1111. : 

Dr. J. S. Richardson, Senior Physician, St. Thomas’s Hospital, 
London, will address the College of Physicians and Surgeons of 
South Africa on ‘A discussion of some clinical aspects of disease 
of muscle’ at the Physiology Lecture Theatre, Medical School, 
Observatory, Cape, on 12 September at 8.15 p.m. Telephone 
number of venue 5-2455. 
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VAN DIE REDAKSIE 
GENEESKUNDE IN DIE LUGRUIMTE 


Daar word vandag merkwaardige navorsing gedoen ten 
opsigte van die fisiese probleme wat ontstaan as gevolg 
van fisiese spanning op die menslike liggaam.' Die aan- 
sporing vir hierdie navorsing is die noodsaaklikheid om te 
bepaal hoe om die menslike liggaam in gesonde toestand 
te hou onder die besondere eise wat reise deur die lugruimte 
daaraan stel. Die probleme kan in twee groepe verdeel 
word. Die eerste behels die probleme van versnelling en 
vertraging, en die tweede groep gaan oor die instandhouding 
van die lewe terwyl die reis deur die lugruimte voortgesit 
word. 

Die mens het reeds ’n reis tot op ’n hoogte van 24 myl 
bokant die aarde se opperviakte oorlewe, waar die atmos- 
feriese digtheid 99-44 persent minder is. Alhoewel hierdie 
reis baie kort van duur was, is ingenieurs nou oortuig daar- 
van dat ,raketvoortstuwing en ruimtereise van die een deel 
van die aarde tot die ander net om die draai is’. As ons 
dus die deskundige sy verstaanbare geesdrif toelaat, is dit 
duidelik dat raketvoortstuwing en ruimtevlug, hoewel 
miskien nie net om die draai nie, tog naby genoeg is om 
binnekort nie meer die uitsluitlike terrein van klein seuntijies 
in plastiese hooftooi te wees nie. Die mediese aspek van 
die probleem sal dus volledig ondersoek moet word. 


Die sielkundige aspek stel ’n heel besondere probleem. 
Hoe sal die mens die doodse stilte verdra—die onpeilbare 
duisternis, die stilstand van die tyd en die gemis aan aardse 
vastepunte soos afstand en so voort? Hoe sal hy reageer 
op die eerste donderende rumoer as die spuitvliegtuie weg- 
trek en die daaropvolgende volslae stilte, en hoe sal sy 
stofwisseling voortgesit word? Al die probleme van water- 
stofkondensasie en -kolleksie, van urinekondensors, die 
wegruiming van uitskeiding, en al die ander moeilikhede 
moet maar opgelos word soos hulle opduik. 

Die probleme wat met versnelling en vertraging saamhang 
behels hoofsaaklik die voorkoming van besering van die 
sentrale senuweestelsel as gevolg van die lediging van die 
brein se bloedvate. Hierdie beserings word voorkom deur 
sentripetale verbande om die ledemate en die dra van lug- 
drukgereélde pakke klere sodat die ingewandsbloedvate nie 
kan vul en die brein van bloed dreineer nie. In hierdie 
verband vorm die RAF se navorsing tydens die oorlog op 
beswyming (black-out) tans die basis van ’n baie groter tak 
van eksperimentele fisiologie en geneeskunde. 

Gedurende ’n reis deur die ruimte moet die begrip van 
aardse ,tyd’ desnoods veel van sy betekenis verloor; hierdie 
feit was aanleiding tot proewe met ,dae’ van 18 tot 20 uur 
lank wat verdee! word in ,spesifieke tye vir werk, slaap en 
ontspanning’. 
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EDITORIAL 
SPACE MEDICINE 


Some extraordinary investigations are now being made into 
physical problems arising out of the effects of physical 
stresses on the human body.t The stimulus for these in- 
vestigations comes from the need to find out how to maintain 
the human body in a satisfactory condition under the peculiar 
stresses and strains of space travel. The problems may be 
divided into two main groups. The first is concerned with 
acceleration and deceleration, the second with maintaining 
life while travel in space goes on. 

Already man has survived a trip to a height of 24 miles 
above the earth’s surface, where the density of the atmos- 
phere is reduced by 99-44°% and, although this trip was of 
very short duration, engineers are convinced that ‘rocket 
flight involving space travel from one point of the earth to 
the other is just round the corner’. It is clear, after making 
due allowance for the enthusiasm of the expert, that rocket 
and space travel is, if not exactly round the corner, at least 
near enough to cease very shortly to be the preserve of small 
boys in plastic helmets, and that the medical side of the 
problem will need to be fully investigated. 

A peculiar problem is the psychological one. How will 
man tolerate the absolute silence, the Stygian darkness, 
the loss of gravity and the absence of time, distance and other 
earthly fixed points? How will he put up with the first 
thunderous clamour as the jets take off and the subsequent 
tomb-like silence, and how will his metabolism carry on? 
All the problems of water-vapour condensation and collec- 
tion, of urinary condensers, of stercus disposal, and other 
difficulties—not all predictable—must be overcome as they 
appear. 

The problems presented by acceleration and deceleration 
are, in the main, concerned with the prevention of damage 
to the central nervous system caused by the emptying of 
the blood vessels of the brain. This is being accomplished 
by centripetal bandaging of the limbs and the wearing of 
pressurized suits so that the splanchnic blood vessels are 
unable to fill and drain the brain of blood; the wartime 
experiments on ‘black-out’ that were conducted by the 
RAF now form the basis of a much larger branch of ex- 
perimental physiology and medicine. 

During space travel, earthly ‘time’ must lose much of its 
meaning; and this conception has led to experimentation 
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Navorsers het daarin geslaag om vrywilligers 24 uur 
lank in goeie kondisie te hou in ’n klein Kajuitjie wat hulle 
gebou het om raketvlugtoestande na te boots. Probleme wat 
hulle moes ondersoek was die outomatiese beheer van 
suurstof en die verwydering van urine en waterdamp—eers- 
genoemde deur distillasie vir verdere gebruik. Die ,silin- 
driese kajuit se apparaat vir urine-distillasie lewer (reeds) 
water wat meer drinkbaar is as menige munisipaliteit se 
watervoorraad’, en aangesien ,groeiende alge ‘n groot ge- 
deelte van die (ruimtereisiger se) voedselvoorraad’ mag vorm 
en terselfdertyd as nuttige suurstof-CO,-wisselaars kan dien, 
verklaar die verslag verder dat ,veelbelowende proefnemings 
nou gedoen word om soortgelyke nuttige alge van menslike 
uitskeiding te kweek’. Inderdaad veelbelowend! Per ardua 
ad astra. 


1. Verslag (1957): J. Amer. Med. Assoc., 164, 765. 
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with ‘days’ of 18 to 28 hours long, divided into ‘specific 
periods for work, sleep and recreation’. 

In the small cabin that has been built to simulate rocket 
conditions it has been found possible to keep volunteers in 
good condition for 24 hours at a stretch. The problems 
that have been investigated are the automatic control of 
oxygen, the disposal of urine and water vapour—the former 
by distillation for re-use. Already the ‘cylindrical cabin’s 
urine distillation apparatus produces water that is more 
potable than many municipal drinking supplies’ and as 
‘growing algae may supply a major part of (the space travel- 
ler’s) food’ as well as acting as useful oxygen-CO, exchangers, 
the report continues that ‘promising experiments now are 
under way to grow similarly valuable algae from human 
faeces’. Promising indeed! Per ardua ad astra. 


1. Report (1957): J. Amer. Med. Assoc., 164, 765. 


ESTERHUIZEN VERSUS ADMINISTRATOR, TRANSVAAL 


The lessons which may be drawn from the judgment pub- 
lished in this issue of the Journal at page 908 in the case of 
Esterhuizen versus the Transvaal Provincial Administration 
merit careful attention by the medical profession. 

The learned judge makes it very clear that ‘assent without 
knowledge of the dangers involved is not, in reality, consent’ 
and points out how necessary it is not only to apprise every 
patient of the nature of the proposed medical or surgical 
therapy but to make certain that the patient understands 
the risks involved. In the case of minors, the parents or 
guardians must be similarly informed. 

It is evident that the consent form commonly used at 
hospitals does not cover these requirements. It only serves 
to delude the medical staff and to give them a sense of security 
which the learned judge’ has here shown to be illusory. 
Clearly a formula is not the answer to this problem. 

But the doctor is often torn between the desire to tell the 
patient all his doubts and fears and so to share his burden, 
and the knowledge that to do this would be the worst possible 
prelude to a serious operation or any other treatment. This 
doctor’s dilemma has no solution; we have referred to it 
before.' Does this mean that we should only give safe 
therapy? Are we to restrict the possible chance of success 
because the risk of failure may result in a lawsuit? It re- 


quires great experience to know which is the right course 
to follow. 

Even if we do explain everything, how can we record or 
even satisfy ourselves that the patient truly understands? 
Must each grave procedure be preceded by a solemn lecture, 
an equally solemn catechism, and a carefully worded legal 
document? The imagination balks at the prospect; not only 
would progress in medical care be seriously handicapped, 
but it would be halted in a way peculiarly distasteful to the 
doctor; he would be back in the days of ancient Egypt, 
where the risky or dangerous case was marked ‘this thou 
shalt not treat’ and the case that would recover spontaneously 
was gleefully labelled ‘this is to be treated’. 

The doctor must protect himself by carefully explaining 
to the patient the risks involved. The onus then falls on to 
the patient to prove that he had not understood this explana- 
tion. Wessels, J.,2> quoted by the learned judge, stated that 
‘the surgeon (must perform) the operation with such technical 
skill as the average medical practitioner in South Africa 
possesses and (must) apply that skill with reasonable care 
and judgment .. . ’ This is achieved by consultation with 
his seniors, by open discussion with colleagues, and by 
paying careful attention to the opinions thus expressed. 

‘No man is an island.” 


1. Editorial (1957): S. Afr. Med. J., 31, 299. 
2. Wessels, J. A. in Van Wvk v. Lewis, 1924 A.D., 438, p. 456. 


TRADES EXHIBITION, SOUTH AFRICAN MEDICAL CONGRESS 


Parke, Davis Laboratories (Pty.) Limited, South African sub- 
sidiary of Parke, Davis and Company announce that the following 
products will be included in the range of pharmaceutical specialities 
to be featured on their stand, No. 16, of the Exhibition at the 
Medical Congress in Durban, 16-21 September: 

The Chloromycetin range takes pride of place because Chloro- 
mycetin itself is now being manufactured by Parke, Davis in 
Port Elizabeth and is the first and only antibiotic to be manu- 
factured on the continent of Africa. The latest addition to this 
range is Chloromycetin Aplicaps, special-shaped pliable gelatine 
capsules containing Chloromycetin Ophthalmic Ointment 1°% 
with an elongated tip through which the ointment may be ex- 
pressed. The Aplicap has been specially designed to prevent 
cross-infection which may be encountered with the repeated use 


of an eye ointment in a tube. An Aplicap contains enough oint- 
ment for a single application to each eye and is then discarded. 

New products manufactured by Parke, Davis in Port Elizabeth 
and recently introduced to the medical profession include Bardase, 
an antispasmodic, sedative and amylolytic preparation for the 
relief and management of visceral and smooth muscle spasm, 
and particularly useful for the treatment of peptic ulcer and nervous 
dyspepsia; Camoform, an amoebicide for the treatment of both 
the intestinal and extra-intestinal forms of amoebiasis; Cirotyl, 
a laxative preparation containing the synthetic active principal 
of prunes and especially indicated for children; Surital, an effective 
anaesthetic for administration by either the intravenous or rectal 
route. 

Also to be featured on the stand is Carbrital, an hypnotic for 
all types of insomnia. 


7 Sept 
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GENERAL PRACTICE SERIES 


TECHNIQUE OF SPLIT SKIN GRAFTING IN BURNS AND RECENTLY 
EXCISED AREAS 


Davip S. Davies, O.B.E., D.M. (Oxon), F.R.C.S. (Epin.) 


and 


Davip Davies, F.R.C.S. 


Plastic Department, Groote Schuur Hospital, Cape Town 


Skin grafting has become such an essential part of all branches 
of surgery that anyone who encounters surface defects as 
in burns, road accidents, or large operative excisions should 
be able to provide skin cover at the very earliest opportunity. 
No matter what the cause of the defect, surface cover should 
be provided as a first step in the treatment. Skin cover 
is the first line of defence for the body and, without it, 
infection, scarring and contractures occur, the correction 
of which means prolonged surgery which could have been 
avoided by early grafting. 

During the hundreds of grafts that we have done in the 
past few years, we have been impressed by the fact that 
most of these cases should never have reached the plastic 
surgeon. 

A glance at the examples of contracture illustrated here 
will show what suffering the patient must have undergone 
to win through to these conditions, and what painful, tedious 
and expensive dressing must have been carried out. We 
look forward to the day when every practitioner with access 
to a hospital bed will carry out this own skin grafting right 
at the onset, and that these contracture cases may become 
extreme rarities. Even if the primary graft has to be replaced 
later by a more suitable one, at least it will have avoided 
the scars and contractures and prolonged convalescence. 

Success in skin grafting depends so largely on a detailed 
routine technique that we feel it would be useful to others 
to recapitulate the steps we have found most useful. Such 


Fig. 1. Burn contracture. 
Fig. 2. Burn contracture. 


a routine enables us to predict a more than 90°% take in 
grafting on either fresh or old areas. 


The first step is to ensure that the patient is fit for operation, 
and this may be done by means of a high-protein diet, 
vitamins and antibiotics and by bringing the haemoglobin 
to a normal level. This last is most important and if neglected 
will lead to failures. 


The next step is to get the recipient area into a suitable 
state and, in burns, this can rarely be done before the third 
week. The burned area is treated by the exposure method 
until about the 14th day, when it will become clear which 
areas need grafting. The object during the 3rd week will 
be to get rid of the sloughs so as to leave a clean, red, easily 
bleeding granulating surface which calls out for grafting. 
For this purpose, dressings of tulle gras, covered by gauze 
soaks of half-strength ‘eusol’ in saline are used, and the 
dressings changed daily in saline or sodium-bicarbonate 
baths. Sloughs are cut away as far as possible at each dressing. 
It is very important at this time not to allow gauze threads 
and flecks of cotton wool to remain on the granulating 
surface, where they quickly become embedded in the granu- 
lations and will spoil the final result. Sometimes in careless 
nursing, these cotton threads will become felted into a thick 
layer, which must literally be dragged or scraped from under 
granulations. Hence the importance of the primary tuile 
gras covering. A special search for these threads is made 
at the final grafting operation, and even if it makes the 
granulations bleed, these foreign bodies must be removed. 
It is foolish to expect skin to thrive on a cotton carpet. 
As a rule the sloughs separate soon and may be lifted off, 
but if not clear by the end of the 3rd week, they should be 
removed completely under anaesthesia, and the whole area 
left to clean for 5-7 days longer before grafting is done. 
Grafting should be delayed until all the areas of necrotic 
tissue which show up as definite yellow sloughs are 
separated, but small tenuous streaks of yellow do not matter. 
The recipient area is rarely ready before the end of the 3rd 
week, but dressings of enzyme digestants may help to speed 
up the process. Where the granulating area is more than 
8 weeks old, it should be pared down with a sharp knife 
at the grafting operation. It is well at this stage to make a 
swab culture of the organisms on the granulating area to 
make sure that there is no infection by the proteus and 
pyocyaneus groups; these are very destructive of grafts 
and if they are present suitable antibiotics wii be essential. 

The donor area will be shaved and prepared in the usual 
way the evening before operation. Skin is usually taken from 
the inner thigh, but it may of course be taken from any 
available area. 


~ 
. 
— 
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Enough skin of a thickness between 12 and 15 thousandths 
of an inch should be taken to cover the recipient area with 
stamps or strips placed edge to edge. The thinner the graft 
is taken, the sooner the donor area is healed, but extremely 
thin grafts give a poorer cover to the recipient area than 
somewhat more substantial grafts. The raw side of the 
graft should show a faint whiteness of dermis. If the graft 
curls at the edges and will not lie flat on the tulle gras backing, 
it is too thick. 

Formerly we used strips and stamps on granulating areas 
only, but having found that in grafting fresh defects, despite 
meticulous haemostasis, a large graft was sometimes stripped 
up and tented by a haematoma, leading to failure to take, 
we have turned more and more towards overlapping strips 
even for fresh areas. The skin strips are taken with a special 
dermatome’ and are laid, raw surface uppermost, on tulle 
gras, care being taken not to get grease from the tulle gras 


Fig. 3. The burned area needing grafting. 

Fig. 4. Strips taken and spread on tulle gras, raw surface 
upwards. 

Fig. 5. Strips grafts laid in place. 


on the raw surfaces. They may now be used in strips, or 
further cut up into stamps, and are laid on the granulating 
surface with edges overlapping one eighth of an inch. Whether 
on limbs or body, the grafts are then held in place by 4 or 6 
inch sterile gauze bandages, soaked in acriflavine oil emulsion. 
Fixation and pressure are completed by a liberal layer of 
cotton wool and crepe bandages. Immobilization must 
be obtained by plaster-of-paris bandages and slabs. Success 
can be counted on if all these measures of fixation, pressure 
and immobilization are carried out meticulously. The patient 
is given antibiotics for a few days following operation, and if 
necessary, blood also to restore the haemoglobin level. 

On the 6th or 7th post-operative day the plaster fixation 
is removed and the patient placed in a warm saline bath, 
where the dressings are gently soaked off. This may take 
up to an hour or more. The recipient area is then re-dressed 
with the same acriflavine oil bandages; pressure fixation 
by wool and crepe bandages and, if necessary, plaster-of-paris 
fixation are all re-applied and left for 3 or 4 days. By this 
time the area should be completely covered with skin, and 
may now be left exposed and dry under a cradle, but 
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means must be adopted to prevent any contractures such 
as occur so readily in the neck or axilla. If there js 
still a considerable area of granulation tissue uncovered, 
treat by application of dressings and saline baths every 
second day until further grafting is undertaken. 

Formerly we advised that, when healed, the skin should 
be kept supple with a lanolin cream preparation, but now 
we omit this because we feel that it may lead to crinkling 
and contracture of the graft. 

For recently excised areas, complete haemostasis is the 
first desideratum. Most of the oozing will stop but small 
vessels should be clamped and larger vessels tied with 000 
plain catgut. We have not found that catgut ligatures interfere 
in any way with the overlying graft. Even after most careful 
haemostasis, troublesome oozing under the graft often 
occurs. 

If the graft is to be applied in a plaque of strips or as a 
large single sheet, it must be laid on a backing of tulle gras 
and anchored into the defect by numerous sutures around 
the edges, some of which will be left long enough to tie 
over the dressings, giving further fixation and pressure by 
the dressing itself. If oozing has taken place under the graft 
during this suturing, insert the nozzle of a syringe under 
the edge of the graft and wash out the blood with sterile 
saline while patting the overlying graft. The defect is then 
packed with cotton wool squeezed hard out of watery 
acriflavine solution, begining with small wisps at the edges 
and going on to larger layers cut to fit the defect. It is very 
important to pack well at the edges to ensure good contact 
of the graft here; local failures here will lead to small areas 
of sepsis. The stay-sutures should then be tied over the 
wool packing and further anchored to one another in the 
centre to ensure that they do not slip. Cover the area with 
a layer of acriflavine-soaked gauze, somewhat overlapping 
the edges of the whole grafted area, and anchor all in place 
by narrow strips of elastoplast about 4 inch wide and running 
far out onto the skin on all sides. Cover liberally with 
cotton wool, fix with crepe bandages, and finally immobilize 
with plaster of paris. As mentioned previously, the grafts 


Fig. 6. Grafted and donor areas both covered by sterile 
gauze bandages soaked in acriflavine-oil emulsion. 

Fig. 7. Area covered with sterile cotton wool and then 
bandaged with elastic crepe bandages. 

Fig. 8. Immobilization by external plaster-of-paris slabs 
and bandages. 
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need not be taken in large sheets, but may be built up of 
strips overlapping slightly at their edges, and the tulle gras 
backing anchored and dressed as described above. 

The donor area must be covered with tulle gras or gauze 
bandages soaked in acriflavine oil emulsion and then, if 
on the trunk, the dressing is fixed in place by elastoplast 
strips crossing the area and extending well out over the 
adjacent skin. Sterile cotton-wool covering and firm crepe 
bandages will complete the dressing but, finally, add a few 
wider strips of adhesive anchored by one or two lightly 
applied circular elastoplast strips. Much care is taken with 
the dressings on the donor area to prevent their moving 
about over the denuded skin area. Practically all the pain 
in the donor area is due to shifting of the dressings during 
convalescence. At about the 10th-12th day the whole dressing 
is soaked off in the bath, and it will be found that the donor 
area is healed and may be left dry and open. If there has 
been much oozing through the dressings, the crepe bandages 
and outer cotton wool may be removed earlier than the 12th 
day, leaving the acriflavine gauze and its elastoplast fixing- 
strips in place. Fresh wool and bandages and elastoplast 
strips are then re-applied and left for a further week. 


After the graft has obviously taken well, what further treatment 
should be pursued ? 
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If the graft is on the leg, when may the patient walk ? 
If on the arm, when may the arm be used? 


There is no doubt that the limb should be rested for at 
least 3 weeks, preferably 4 weeks, especially where the 
graft has been used to cover muscle, tendons or flexures. 
After this, for leg grafts, support should be provided such 
as an elastic net bandage applied before the patient gets 
out of bed and worn until the patient returns to bed. 


CONCLUSION 


It will be seen from the above description of technique that 
success in skin grafting depends on sufficient skin grafts 
of the proper thickness, applied to a properly prepared 
recipient area in a patient fit for operation. Adequate 
fixation of the graft, with moderate pressure and absolute 
immobilization are essential and no single detail can be 
neglected. Finally where indicated, correct antibiotic therapy 
must be carried out. 


With such a routine, success can always be counted upon. 
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The surgical relief of aortic stenosis has been associated with 
far greater difficulties than that of any other stenotic valvular 
lesion of the heart. The essential problem is to relieve the 
obstruction and restore valve action without producing 
significant aortic regurgitation. The first practical surgical 
method to correct the commissural fusion of aortic stenosis 
was evolved by Bailey and his associates in 1950.' This 
taised great hopes for the future, but during the past few years 
these have been considerably dampened by the realization that 
at least in the earlier series an unusually high operative 
mortality and morbidity attended this operation. 

The indications and contra-indications for aortic com- 
missurotomy have not been clearly defined, and at the present 
stage of surgical effectiveness it is hard to answer the question 
how patients should be selected for surgery. The published 
literature to date still leaves much to be desired in this respect. 
It was therefore decided to review all the cases operated upon 
in Johannesburg and try to solve some of these problems. 

In the present study an analysis is made of the clinical and 


operative findings and the subsequent course in 20 patients 
with aortic stenosis. Of these, 19 patients were operated upon 
in Johannesburg by three of us (L.F., D.A., G.R.C.) and 
I patient was operated upon by Sir Russell Brock in London, 


CASE MATERIAL 


Table I summarizes the sex, age, valvular lesions, duration 
of the follow-up period and clinical features of these 20 cases. 
There were 11 males and 9 females. The average age was 
35-4 years (range 16-60 years). The lesion was pure aortic 
stenosis in 8 cases, and in 5 an additional element of aortic 
regurgitation was present which was considered to be haemo- 
dynamically insignificant. The remaining 7 patients had 
combined aortic and mitral stenosis. The aetiology of the 
valvular lesion was considered to be rheumatic in 18 patients 
and congenital in 2 cases (cases 6 and 9). The follow-up 
period in the survivors has ranged from 6 to 28 months 
(average 19-2 months). Two patients (cases 6 and 8) were 
considered to have associated severe coronary atherosclerosis. 
Case 8 had chronic bronchitis and emphysema for many years 
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before operation. One patient (case 19) had permanent atrial 
fibrillation, and all the rest were in sinus rhythm. 


METHODS 
Clinical Aspects 


Clinical assessment included a full clinical examination 
with electrocardiography, radiology including fluoroscopic 
examination, and phonocardiography. The functional status 
of each case was based on criteria given by Baker ef al.* 
Electrocardiographic evidence of left ventricular enlargement 
was arbitrarily divided into 5 grades based on the changes 
described by Sokolow and Lyon® in the left chest leads or 
their limb equivalents: Grade 0=Normal. Grade 1=R 
wave >26 mm. in V5 or V6, or 20 mm. in AVL, or deep S 
waves in VI (>15 mm.) and V2 (>26 mm.); ST segment and 
T wave normal. Grade 2= tall R wave with reduced T wave 
in left chest leads or their limb equivalents. Grade 3 
downward deviation of ST segments. Grade 4=downward 
sloping ST segments or inverted T waves. 

The symptomatology, physical signs, electrocardiographic 
and radiological findings are set out in Table I. It will be 
noted that in 4 patients frank congestive failure was present 
before operation. 

Criteria for Diagnosis 

The criteria for diagnosis included (1) the presence of a 
harsh crescendo-decrescendo systolic murmur stopping short 
of the 2nd heart sound at the base or apex of the heart 
(confirmed by phonocardiography in most cases), (2) a small 
volume and plateau quality in the carotid pulse, with a rough 
systolic thrill, (3) electrocardiographic evidence of left 
ventricular enlargement, and (4) X-ray evidence of post- 
stenotic dilatation of the first part of the aorta. 

In the group of cases with combined aortic stenosis and 
incompetence, the regurgitation was considered insignificant 
by virtue of the absence in each case of (1) a bisferious pulse 
or a wide pulse pressure, (2) a carotid shudder, (3) a radio- 
logically prominent aortic knuckle, and (4) increased cardiac 
pulsations on fluoroscopic examination. 

The aortic lesion in cases 6 and 9 was considered to be 
congenital in origin because in the latter case a harsh prae- 
cordial systolic murmur had been heard since early infancy, 
while in the former multiple congenital stigmata were 
associated with the heart lesion. In neither was there at any 
time a history suggestive of rheumatic fever. 

The severity and operability of the mitral valve lesion was 
assessed in the usual manner.* 

The selection of cases for surgery was based on the demon- 
stration of clinically significant aortic stenosis associated with 


major disability or of progressive electrographic evidence of 


left ventricular enlargement. Congestive cardiac failure was 
well controlled in the 4 cases mentioned previously (Table 1) 
before any surgery was undertaken. In the cases where 
predominant disability was due to the mitral valve lesion, 
the decision to operate on the aortic stenosis rested on the 
magnitude of the ventricular-aortic pressure gradient 
measured after mitral valvotomy was performed. 

The results of operation were judged mainly by subjective 
improvement in the patient’s functional capacity and 
amelioration of such symptoms as syncope and angina. The 
results were classified into 4 subdivisions—Markedly im- 
proved, Improved, Same and Worse. Objective criteria of 
improvement were gauged largely on physical signs, electro- 
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18: ECG, LVH 


PDA — post-stenotic dilatation of the aorta. 
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aortic incompetence, MS = mitral stenosis, C= congenital). 
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electrocardiogram, left ventricular hypertrophy-grades 0-5. 
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as cardiographic changes of diminished left ventricular enlarge- but the results have justified the caution and perhaps even 
Se ment and significant radiological reduction in cardiac size. the incompleteness of the dilatation. 

3 4 standardized exercise-tolerance test was not performed. The cardiotomy opening in the ventricle is closed 
ig temporarily by the purse-string, and permanently by 2 or 3 
E23 OPERATION non-absorbable mattress sutures. 

af One of us explored the mitral valve by auricular cardiotomy RESULTS 

Ss in all cases, and performed mitral commissurotomy if , 
3< necessary. The finger was then passed into the left ventricle, ?F essures. The pre- and ; post-valvotomy systolic pressure 
$5 and an area of the anterior ventricular wall was selected which gradients across the aortic valve with operative results are 
Bs was free from papillary muscles. The corresponding point Shown in Table HI. Post-valvotomy pressures were not 
2e on the surface of the heart was noted, a place being chosen TABLE Il. PRE- AND POST-OPERATIVE VENTRICULAR-AORTIC PRESSURE 
—© where there were not many coronary vessels. The finger was GRADIENTS AND RESULTS 

S¢€ removed from inside the heart and the auricle was clamped 
5 and sewn up in the usual way. Case No. Post- 
A purse-string was inserted around the chosen area anda =} 90 55 

= 9 small stab-wound made through it into the ventricle. Hegar’s, 3 58 10 M. Improved 
Be or better Brock’s, dilators were used to dilate the hole gradual- 4 140 al Died 
ty ly and gently, and to find the outflow tract and the aortic 5 — a a 

valve. The septum was apt to produce extrasystoles if ~ 
o* prodded, and ventricular fibrillation might occur. A good g 35 10 Died as 
33 idea of the shape, size and position of the aortic orifice could 9 a = — - — 

ES be obtained by gently inserting the small dilator into the 10 

aorta and feeling it there with the free hand. Complete 
2% obstruction must not be permitted for more than one beat, 3 ie ee 95 57 Died 
sei but a fair idea of the size was obtained by feeling the variations 14 a + 40 10 Improved 
eo" in the aortic-systolic thrill. The pressure gradient could be 15 i és 25 0 Improved 
PE obtained before and after dilating the valve by means of a 25 
malleable silver cannula attached to the lead tube of the 40 
rz recording apparatus (a Sanborn electromanometer was used {9 - es 32 10 Same 
ae in most cases, but a strain-gauge replaced it in the last few), 20 
st which was passed into the ventricle and then through the * M=Markedly 
O= valve. At other times a needle was pushed first into the ; 
= ventricle and then into the aorta to record the magnitude of .orded in those surviving cases who developed episodes of 
<3 the nereny A pressure gradient - f 20 mm.Hg across the ventricular fibrillation on the table. The pre-valvotomy 
se aortic valve was taken as the critical level for dilatation. systolic pressure gradients ranged from 25-140 mm. Hg. 
E 5 In those = where double valvotomy — performed the Of the 11 cases in which post-operative pressures were record- 
2 final systolic pressure gradient from ventricle to aorta was ed a marked reduction of the gradient occurred in only 6. It 
3 4 gauged after the mitral valve was opened. p , will be noted that the highest pressure gradients were present 
3 The dilatation itself was done first by the Hegar’s or Brock’s in those cones that died 
Se fenestrated dilators, the sizes being gradually increased up 
Z- which completed the stretching of the valve. It is probably . ‘ oy 
i this instrument, if used too violently, that is most likely to  TapLe mi. TIME AND CAUSE OF DEATH WITH POST MORTEM VALVULAR 
oS produce an incompetence. The fingers of the free hand are FINDINGS 
af placed around the aorta at the level of the valve to check any = Case No. Time of Death Cause of Death 
tendency of the dilator to overdo the stretching or slip too 
far into the aorta. There is usually no difficulty, after passin : Ves: 

y P 5 During Op. Ventric Fibrillation 
=2 the first small dilator, in finding the way up the outflow tract; 10 During Op. Ventric. Fibrillation 
=& during the actual stretching the anaesthetist closes both 12 During Op. Ventric. Fibrillation 
& > carotid arteries in the neck and this has been enough to 20 1 day post-op. Post-op. Haemorrhage 
8 2 weeks post-op. Acute L.V.F. 
o2 prevent embolism in the cerebral vessels. 6 5 months post-op. Pulm. Infarction 
Vi In 2 cases obstruction was found not only at the valve but 13 § months post-op. Gross C.C.F. 
<> also 4-1 inch below it, apparently produced by the ventricular A Size 
Brock’s punch was used nibble the Case No. Calcification Pliability of Orifice 
3& of the outflow tract, which on histological section was of value of value (sq. in.) 
TA found to be lined by thick endocardium and rather fibrous 4 G iii } 
myocardium. In both of these cases the valve itself was not 5 Fined 
5.2. stretched to the full; one has been improved and the other 1 Moderate Restricted } 
Ets much improved. The former went into ventricular fibrillation 12 Gross Fixed t 
22 : at the end of the punch-dilatation, and required three shocks 20 a See 4 a 
Zz c= of the defibrillator to restore normal rhythm. In neither of - _— 4 
== | these two cases was the gradient brought down to normal: 13 Gross Fixed os 
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10 and 12) died of ventricular fibrillation on the table. One 
patient (case 20) died of shock due to persistent uncontrollable 
loss of blood from his thoracotomy wound, on the day after 
operation; autopsy did not establish the site of bleeding. 
Aortic valvotomy appeared to be successful in case 8, but 
on the day after the operation he developed an attack of 
acute left ventricular failure with electrocardiographic 
evidence of an anterior myocardial infarct. The attacks of 
pulmonary oedema persistently recurred and the patient 
finally succumbed after 2 weeks. The necropsy revealed an 
infarcted area of myocardium around the cardiotomy site, 
but no thrombus was found in the coronary vessels. Further- 
more, inspection of the aortic valve showed a large laceration 
produced by the Brock’s dilator, on the periphery of two 
grossly thickened, distorted, fused aortic cusps (Fig. 1). 


Fig. 1. Post-mortem appearance of aortic valve in case 8. 
Note the laceration of fused aortic cusps (A B). Normal 
valve orifice (X Y). 


Marked coronary atherosclerosis and pulmonary emphysema 
(diagnosed pre-operatively) was also present. A successful 
aortic dilatation was performed on case 6, but on the 15th 
post-operative day he developed a right-sided hemiplegia, 


presumably due to a cerebral embolus from the heart. This 
neurological complication improved sufficiently for the patient 
to be discharged from hospital 2 months after operation. 
His cardiac status at the time was felt to be satisfactory. Three 
months later he died after a massive pulmonary embolus from 
the lower limb. Permission for necropsy was refused. Case 13 
had been in frank congestive cardiac failure on several 
occasions before she was operated on. After surgery cardiac 
failure returned and her condition remained virtually un- 
changed until the time of her death some 9 months after 
valvotomy. 


Survivors 


The results of surgery in the 20 cases are summarized in 
Table IV. Of the 12 surviving patients 8 were improved 


TABLE IV. OPERATIVE RESULTS IN 20 CASES 


Deaths Operative deaths 5 (25%) 
Late deaths 3 (15%) 
Total 8 (40%) 
Survivors Marked improvement 3 (25%) 8 (66-7° 
Improved 5 (41-7%) 
Same 1 (8-3%) 20 
Worse 3 (25%) 
Total 12 (100%) 
Total 20 


(66:6°%%), 3 markedly so. Four patients (33-3°{) remained 
the same or became worse after operation. 

Subjective changes, based on functional grading as noted 
above, revealed that of the 8 improved cases 3 improved from 
Grade II to 0, 3 from Grade II to I, one from Grade III to Il. 
and one case, although he has remained Grade I, feels that 
he can do more than he could before the operation. In the 
group with poor operative results, 2 cases have regressed 
from Grade II to III, one to Grade IV, and one case has 
remained unchanged—Grade III (Table V). Symptoms of 
angina and syncope have disappeared completely in all three 
cases designated ‘markedly improved’—they were present 
in all before operation (Table I)—and are considerably 
reduced in the other five cases designated ‘improved’. 


{TABLE V. ANALYSIS OF PERTINENT PRE- AND POST-OPERATIVE CLINICAL FINDINGS IN SURVIVORS 


RP 
| FC P Ch 
CN 4 Fl ——— -——-- — 
Pre | Post Pre Post Pre Post 
1 2 | 3 4 5 6 7 S c) 10 
1 18 AS 14 iT} I 30 90 SR Col 
2 29 AS 26 il 0 24 40 SR N 
3 4 AS 11 i 0 34 46 N N 
7 48 AS x Il 0 2s 40 SR N 
9 16 AS, Al, C 6 i I 20 100 SR Col 
AS, Al 24 Il 62 100 N Col 
14 7 AS, MS 18 i 1 40 40 N N 
15 24 AS, MS, Al 14 il I 70 52 Col Col 
16 31 AS, MS, Al 24 Ti W 25 120 SR Col 
17 32 AS, MS, Al 9 Il IV 30 70 N Col 
18 % AS, MS Al 28 lt ll 45 140 N Col 
19 43 AS, MS, Al 24 it il 40 60 N Col 


| 
| ECG 


| par | L¥H | 
Pre | Post Pre | Post Pre | Post Pre | Post 
i 12 13 14 15 16 17 18 19 
Ab 4 - 3 4 42 42 Improved 
Ab - 1 42 43  Markedly improved 
Ab 2 2 45 41 Markedly improved 
Ab 2 3 48 —  Markedly improved 
2 5 4 4 51-5 58 Improved 
2 4 4 4 43 54 Worse 
Ab 3 1 2 50 $7 Improved 
Ab 3 1 4 sO 47 Improved 
2 4 2 4 39 5S Worse 
2 3 3 4 58 72 Worse 
2 3 3 4 47 51 Improved 
1 3 4 4 55 66 Same 


1; CN=case number. 2: A=age in years. 3: L=lesion (AS=aortic stenosis, Al=aortic incompetence, MS= mitral stenosis, Cc 
congenital). 4: FU=duration of follow-up in months. 5-6: FC=functional classification (5-18: Pre= pre-operative, Post = post-opera- 


tive). 7-10: RP=radial pulse, P=pressure, Ch=character (SR 


=slow-rising, Col=collapsing, N=normal). 11-12: EDM early 


diasto'ic murmur-grade (Ab=absent). 13-14: DAl=degree of aortic incompetence. 15-16: ECG, LVH-electrocardiogram. left 
ventricular hypertrophy-grade 0-5. 17-18: CTR=cardio-thoracic ratio (°;). 
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Objective changes. The pertinent pre- and post-operative 
clinical findings have been listed in Table V. From purely 
objective criteria, ie. changes in pulse pressure and character, 
the intensity of the early diastolic murmur and changes of 
left ventricular enlargement on electrocardiogram, it will be 
noted that before surgery 5 cases had no clinical aortic 
regurgitant lesion while in the remaining cases the aortic 
incompetence was considered to be minor. As a direct result 
of operation, 8 cases (66°6%%)—see also Table VI—developed 


TABLE VI. POST-OPERATIVE COMPLICATIONS IN SURVIVORS 
Number Time 
of Complication of 
Cases Onset* 
8 (66:6°%) Gross aortic incompetence Immediate 
2 Mild aortic incompetence Immediate 
1 Sub-acute bacterial endocarditis 2 
3 Post-valvulotomy syndrome 1-2 
2 Left ventricular aneurysm 224 


Antero-lateral infarct (ECG) Immediate 


* Months after operation. 


gross aortic regurgitation and 2 (in whom no aortic incom- 
petence was present before operation) developed mild aortic 
incompetence. Only 2 of the 12 survivors have remained after 
operation without clinical evidence of any aortic regurgitation. 

In no case has there been any electrocardiographic evidence 
of diminution of left ventricular enlargement. Six patients 
showed a higher left ventricular grading after operation and 
4 have remained unchanged (2 cases not recorded). 

Heart size as evidenced by the cardio-thoracic index, showed 
slight reduction in 2 cases, no change in 2 cases, and moderate 
to marked increase in 7 cases. 

Complications. Table VI lists the post-operative complica- 
tions in the survivors. One case with congenital aortic 
stenosis (case 9) developed sub-scute bacterial endocarditis 
2 months after aortic dilatation. Three cases showed evidence 
of a post-valvotomy syndrome with fever, chest pains of a 
pleuro-pericardial nature and arthralgias shortly after 
operation. One case (case 16) had repeated attacks of this 
syndrome during the first year after operation. Two cases 
have developed left ventricular aneurysms as revealed by 
X-ray (one of them also by electrocardiographic changes). 
The electrocardiogram of another patient (case 3), taken soon 
after operation, revealed the pattern of a large antero-lateral 
infarct; this has since remained unchanged, but clinically 
the patient has markedly improved. 


DISCUSSION 


Because of the small number of cases and the co-existence 
in some of multivalvular lesions which have added certain 
variables difficult to interpret, any deductions made from this 
report should be no more than tentative. However, the total 
number of cases of aortic valvotomy carefully followed up 
is small, and consideration of the cases in this report has some 
value when compared with other series. 

The results of aortic valvotomy (Table IV) in this series 
compares favourably with those reported in other series 
where the valvulotomy was performed via a transventricular 
approach.** The immediate operative mortality in these 
reports varied between 17 and 31-8°, and the over-all 
mortality between 25 and 45°,. The ‘good’ results in survivors 
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ranged between 50 and 88 °% and the ‘poor’ results from 7-6 to 
50%. The 8 (66-6°%) good results in this series shows that 
reasonable success can be achieved by this operation despite 
valvular deformity. The beneficial results of surgery in the 
improved cases have, to date, been maintained and emphasize 
the value of successfully relieving the mechanical obstruction. 

Evaluation of direct intracardiac pressures at open-chest 
surgery is of limited value, for they are influenced by many 
factors—exposure of the intrathoracic structures to atmos- 
pheric pressure, positive pressure, ventilation, anaesthesia, 
loss of blood and manipulation of the heart during the 
operation. Nevertheless, such pressure measurements 
probably do indicate approximately the degree of severity of 
the valvular obstruction. If this assumption is valid it would 
appear that the aortic stenosis was most severe in those cases 
who died, was moderate in the improved group, and was mild 
in the cases with poor results (Fig. 2). This suggests that in 
patients with severe grades of aortic stenosis the operative mor- 
tality is extremely high; and the patients with mild stenosis, 
judged by pressure gradient, presumably had poor results 
because aortic stenosis was not a major lesion (they all had 
mitral disease as well), and surgery tended to replace an 
insignificant stenosis with a significant aortic regurgitation. 
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Comparison of pre-operative aortic systolic pressure 
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or SAME 2 


Fig. 2. 


gradients with results. 


904 


Cerebral embolization during or soon after aortic 
valvotomy is a well recognized hazard of this operation®: * 
despite carotid compression during dilatation of the valve. 
In this series only one case (case 6) sustained a cerebral 
embolus. He developed hemiplegia (from which he recovered) 
15 days after the operation. There were no embolic pheno- 
mena after operation in the rest of the survivors. 

In none of the reported series so far has mention been made 
of the development of left ventricular aneurysm after aortic 
commissurotomy via the transventricular approach. Two 
such cases (cases 11 and 19) occurred in the present series. 
This is not unexpected when one considers that aneurysms 
of the right ventricle have occurred after pulmonary 
valvotomy for isolated pulmonic stenosis.* A third patient 
(case 3), despite his excellent functional improvement, has 
an extensive anterolateral infarct pattern on electrocardiogram 
since operation. Presumably the pathogenesis of the aneurysm 
is the same as that occurring after myocardial infarction; the 
site of cardiotomy being the weak point (infarcted area) in 
the left ventricular wall. If this complication is to be averted 
it is possible that the usual 10-day post-operative period of 
bed rest may be insufficient. 

A major factor in relieving stenosis is the production of 
regurgitation. How often this is produced cannot be accurate- 
ly concluded from the literature. Muller and Hyman® report 
that significant aortic incompetence did not occur post- 
operatively in any of their 13 cases. Likoff et al.* state that 
the risk of producing aortic insufficiency where none existed 
before is 5°% and that of creating or increasing an early 
diastolic murmur is 13%. In the largest series published to 
date by Bailey ef al.° there is no indication of the incidence 
of post-operative regurgitation. In the present series the 
incidence of aortic incompetence developing after surgery 
is alarmingly high. Whereas before operation 5 of the sur- 
viving cases had no clinical evidence of incompetence and the 
remaining 7 had only insignificant regurgitation, post- 
operatively 66°6% developed gross and 16°6°% mild aortic 
insufficiency. Only 2 of the 12 surviving patients escaped 
this complication completely and in the cases with gross 
aortic incompetence there has been associated evidence of 
increase in the size of the left ventricle, both electrocardio- 
graphical and radiological (Table V). The creation or 
exaggeration of aortic incompetence is a serious development 
and its possibility should be a prime consideration in deciding 
to send any patient for aortic valvotomy. 

The deformity and calcification of the aortic valves is 
considerable and it would appear impossible from the 
post-mortem motion pictures (McMillan'®) that the relief 
of aortic stenosis could be achieved without the production 
of significant aortic incompetence in a high proportion of 
cases. On the other hand this complication of the operation 
should not obscure the record of success obtained in the cases 
with good results. The most disturbing problem, however, 
is the inability to predict before operation which cases will 
develop gross, and which mild or no aortic insufficiency. 

Of the 6 surviving cases with isolated aortic lesions, good 
results were obtained in 5, while in the combined group the 
results were half good and half poor. This suggests that those 
cases with isolated aortic lesions who survive operation have 
a much better improvement clinically than those with com- 


* Unpublished data from the Cardiac Clinic, Johannesburg 
General Hospital. 
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bined lesions. A possible explanation for the lesser improve. 
ment in the latter group might be the superimposition on an 
already damaged mitral valve of an operatively produced 
aortic regurgitation. 


In Table VII the pre-operative clinical data in survivors 
TABLE VII. COMPARISON OF PRE-OPERATIVE CLINICAL DATA IN 
SURVIVORS AND DEATHS 
Survivors Deaths 
No. of cases 12 8 
Sex: 


ww 


Isolated aortic stenosis vith 
Aortic stenosis and incompetence 
Isolated aortic lesion a 
Aortic and mitral lesion 
Symptoms and Signs: 
Syncope .. 
Paroxysmal noctural dyspnoea 
Congestive cardiac failure 
ECG: 
Left ventr. hypertrophy, grade 1 
Left ventr. hypertrophy, grade 2 
Left ventr. hypertrophy, grade 3 
Left ventr. hypertrophy, grade 4 
X-ray: 
Cardio-thoracic ratio 40-50°, 
Cardio-thoracic ratio 51-60°; 
Aortic valve calcification 


wel w 


w= 


ab | 


Mean age (years) 
Mean duration (years) 
and deaths have been reviewed to see which factors might 
have a bearing on the selection of future cases for aortic 
valvotomy. The following observations may be made: 

1. Age. The mean age of the survivors (31-5 years) was 
considerably lower than the mean age of the fatal cases 
(42 years). In 10 cases under 35 years of age there was only 
one fatality, while in 7 cases over 40 years there were only 
2 survivors (Table I). This conforms with the results published 
by Likoff et al. showing that the operative mortality for 
aortic commissurotomy is 4 times greater after the age of 
50 years than before. 

2. Combined lesions. This report further conspicuously 
bears out the observation of Bailey et al.° that patients with 
combined aortic and mitral stenotic lesions simultaneously 
corrected are attended with a much lower operative mortality 
than those with essentially pure isolated aortic stenosis in 
whom the aortic valve alone was operated upon. Likoff et al.* 
state that the mortality rate is 3 times greater for aortic 
valvotomy alone than it is for combined aortic and mitral 
valvotomy. Of the 8 deaths in this series, 7 cases had isolated 
aortic lesions, as compared to only 1 with combined aortic 
and mitral stenosis. Two possible explanations for this 
difference in mortality are as follows: (1) That a severe grade 
of mitral stenosis may apparently ‘protect’ the left ventricle 
from excessive hypertrophy while in isolated aortic stenosis 
the left ventricle, by contrast, is thickened and seems more 
likely to fibrillate during surgery. Furthermore, the enlarged 
and thickened ventricle is more difficult to pump manually 
in maintaining the circulation during ventricular fibrillation 
and the increased muscle mass makes electrical defibrillation 
more difficult (Zinsser™). (2) In the group with multi-valvular 
lesions, it is possible that the mitral stenosis is the predominant 
cardiac disability while the aortic one is relatively mild or 
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insignificant. Hence the operative mortality would tend to 
approximate to that for mitral valvotomy alone. A study of 
symptomatology before valvotomy may serve to substantiate 
further the dominance of mitral stenosis in the combined 
group. The subjective pattern in combined stenosis is made 
up of symptoms which characterize the individual lesions. 
Where the manifestations of a particular involvement are 
predominant it most likely follows that this is in fact the 
predominant lesion. Angina and syncope reflect aortic valve 
involvement while in mitral stenosis these symptoms are most 
uncommon. Hence, in the 13 cases with isolated aortic 
lesions, syncope and angina were present in severe degrees 
in 7 and 11 patients respectively, whereas in the 7 patients 
with dual valvular lesions these two symptoms were present 
(in a mild form) in only 3 and 3 cases respectively. It may be 
argued correctly therefore that aortic stenosis was not the 
predominant lesion in the majority of patients with combined 
mitral and aortic valve disease. 

3. Symptomatology. The pre-operative presence and 
duration of such symptoms as syncope, angina and dyspnoea 
appeared to have no prognostic significance on the outcome 
of surgery in this series. This similar lack of correlation has 
been reported by others.*: '* On the other hand the presence 
of congestive cardiac failure before operation was highly 
significant. Of the 4 cases who were in cardiac failure before 
valvotomy, 2 died, 1 became worse and 1 has remained the 
same. This would indicate that the presence of pre-operative 
congestive cardiac failure may be an unfavourable prognostic 
sign for operative success. The same experience pertained in 
the series reported by Baker and Campbell.’ 

4. Electrocardiogram. The degree of pre-operative left 
ventricular grading on electrocardiogram in the survivors 
and deaths was not helpful in deciding on the risks of surgery 
(Table VII). However, a progressive deterioration of the 
electrocardiogram has been regarded as a strong indication 
for operation, provided that no contra-indications are present. 

5. X-rays. Before surgery the heart size was radiologically 
normal in 8 of the 12 survivors as compared to only 2 of the 
8 fatal cases. Furthermore, the presence of aortic valve 
calcification on fluoroscopy was found to be of great prog- 
nostic significance in this series. This sign was present in 
4 (80%) of the deaths as compared to only 1 (20%) of the 
survivors. Thus, a large heart with valvular calcification seen 
on fluoroscopy might be expected to be a most unfavourable 
combination of signs. Logan ef al.,!* reporting on a series 
of 15 cases subjected to aortic valvotomy, noted that aortic 
valve calcification was present in all the cases that died. Some 
of these conspicuous clinical differences in the survivors and 
deaths are shown in the histogram in Fig. 3. 


SUMMARY AND CONCLUSIONS 


The results and follow-up study of 20 patients who underwent 
transventricular aortic commissurotomy are presented. The 
operative results in this series compare favourably with those 
reported in others. The mortality rate is high when the aortic 
valve alone is diseased (50°) and low (14%) when there is 
combined aortic and mitral stenosis. 

The most serious permanent complication of the operation 
is the production of aortic incompetence. 

The clinical factors which indicate a poor surgical risk are 
defined. They include (1) increasing age; (2) an isolated 
aortic valve lesion (worse than combined aortic and mitral 
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stenosis); (3) the presence of congestive cardiac failure before 
operation; (4) a large heart with fluoroscopic evidence of 
aortic valve calcification and (5) a transvalvular pressure 
gradient >100 mm.Hg before aortic valvotomy. Each sign 
does not necessarily constitute a contra-indication, but when 
two or more are present, then we believe that such a case 
should not be submitted to surgery. 


The authors wish to express their thanks to Dr. M. M. McGregor, 
Dr. B. van Lingen and Dr. M. Zion for helpful advice and criti- 
cism in the preparation of this paper; to Mr. D. Fuller and Mr 
P. Marchand, who assisted at the operations; to Dr. V. Wilson 
and Dr. K. Keeley, who kindly supplied the clinical data on 
the non-European cases at Baragwanath Hospital; and to Prof 
G. A. Elliott, in whose department the clinical work was carried 
out in most of the cases. 
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COSTING AN ANAESTHETIC SERVICE 


S. Jones, M.B., Cu.B. 


Department of Anaesthesia, University of Cape Town and Groote Schuur Hospital, Cape Town 


By the term ‘costing’ is implied the determination of the cost 
of a unit of a commodity or service. Thus, in accounting 
for total hospital services, it is customary to refer to the 
monetary cost per patient per day. This figure gives an 
approximate measure of the financial efficiency with which 
the hospital is run, especially as an internal standard for 
regular comparison with similar estimates for preceding 
years. There is an optimum figure for this cost because 
the cheapest service is not necessarily the best service, 
while the best possible service may be far too expensive 
when all relevant factors are taken into consideration. 

In providing a hospital service, however, other units 
besides monetary can, and should, be used to determine 
the cost. For example, surgeons and anaesthetists are 
craftsmen, leaning heavily upon personal judgment in 
working with imperfect materials, and their efforts may, 
of themselves, prove a source of death or of disability to 
the patient they are trying to aid. This mortality and mor- 
bidity, which is quite apart from the effects of the patient’s 
disease, is thus also part of the price which may have to be 
paid by the patient for the service that he received and it 
may also be used to judge the efficiency of that service. 


Mortality Costs 


In whatever way they may be set down, figures of mortality 
and morbidity costs, in addition to providing a very useful 
index of the efficiency of a medical service, may also provide 
valuable information of a different nature. In Table I are 


TABLE I. OPERATIVE MORTALITY (PER CENT) * 


Cause of Death Group Group Group C 

Original disease and complica- 

tions of surgery ‘ . 0-68 1-13 2-03 
Anaesthetic direct and major 

contributing factor .. ‘ 0-05 0-07 0-13 
Total .. 0-75 1-33 2:17 

Based upon 

No. of operations 388,203 599,548 67,158 
No. of hospitals 17 10 1 
Period .. 1946-50 1948-52 1952-55 
Load: operations ol hospital 

per year - 4,567 11,991 16,540 

No. of surgical deaths < 100 


No. of operations 


tabulated figures from recent statistical surveys which 
show the mortality costs for surgical and anaesthetic services 
in 3 hospital populations. These 3 statistical populations 
are not comparable in size, composition, geographical 
location or time, and all these factors may influence the 
efficiency of the work done within a given population. 
Therefore the fact that group A! appears vastly superior 
is not necessarily a condemnation of the work done by 
group B® or by group C.*> Nor should it be concluded 
that the figures for group A, for example, represent the 
most efficient service, for they may exceed or fall short of 
the optimal figures for that group. It is possible that the 


monetary cost of achieving a low mortality cost is altogether 
too great for the population at risk. 

A natural question is the reason for the much greater 
mortality costs of group C. Groote Schuur Hospital was 
opened in 1938 and caters for European and non-European 
patients in approximately equal numbers. The bulk of the 
non-European patients are in very low income brackets, 
A survey by the Department of Social Science of the Uni- 
versity of Cape Town in 1951® showed that at that time 
37% of the non-European group lived at or below the 
poverty datum line, while only 2% of the European group 
were below that datum line. It is thus easy to suggest that 
social elements (e.g. poor nutrition, lack of clothing, bad 
housing etc.) play an important part in rendering the non- 
European group of the hospital population less able to 
withstand the stress of surgery and more likely to develop 
complications, and that a higher mortality rate in this group 
loads the rate for the whole population. But if the mortality 
costing is extended to each of the two groups (European 
and non-European) then we see (Table II) that there is 


TABLE Il. SURGICAL MORTALITY (PER CENT) * 


Year White Non-White 

1952.. 2-6 2-6 
1953... 2-9 2-8 
1954... 2°6 2-6 
1955. 1-8 
Total No. of patients 29,181 29,438 

, No. of Deaths in Surgical Wards 100 Obstetrical patients 

* No. of Admissions to Surgical Wards exclude 


no significant difference in mortality rates for these numeri- 
cally equal groups. Since they are served in the same hospital, 
at the same time, by the same staff, and for the same diseases 
these ethnically and economically differing groups, by 
showing the same mortality rates, suggest that some other 
factor may more directly affect the efficiency of the services 
they receive. 

Table I suggests that perhaps the total hospital load 
(operations per annum) may be this factor. Group A, with 
the lowest mortality rate, has the lowest load, of 4,567 
operations per hospital per year. The load carried by Groote 
Schuur Hospital (group C) is 16,540 operations per hospital 
year. 


Monetary Costs 

Monetary costs can easily be established by the applica- 
tion of conventional methods of cost accounting to the 
running of the hospital. This measure of the efficiency of a 
medical service has not, so far, received the attention which 
it deserves. 

The Guillebaud Committee of Enquiry into the cost of 
the British National Health Service’ pointed out that costing 
systems should be regarded, not as a means of imposing 
restrictions, but as a means of ensuring that the best value 
is obtained for money spent. The Committee was of the 
opinion that departmental costing should be started experi- 
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mentally and they continued: “We trust that all concerned 
with hospital administration—not the least the doctors— 
will cooperate to the utmost in order to make a success 
of this vital aspect of hospital management.” 


HOSPITAL ANAESTHETIC SERVICE COSTS 


A system of cost-accounting was introduced into Groote 
Schuur Hospital during 1953 and advantage has been taken 
of this system to survey the cost of the anaesthetic service 
during 1955. 

Because it is quite impossible to estimate what proportion, 
if any, of the original capital charges for erection and equip- 
ping of the hospital should be charged to the anaesthetic 
costs during 1955, this item has been excluded. The cost 
detailed in Table III are based upon the cost of existing 
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hospital care. It is thus of theoretical and practical interest 
to attempt to determine the costs of an anaesthetic service 
where the patient bears the whole cost directly. 

Costs in private are greater because consulting rooms, 
secretary and transport, for example, are legitimate added 
charges on the conduct of the practice. Pro deo work and 
unpaid accounts also are a debit to the practice. 

A questionnaire was sent to 54 specialist anaesthetists 
engaged in the private practice of anaesthesia. As far as 
possible they were sent to an equal number in each Province. 
Those who had only recently entered practice were not 
approached. The questionnaire asked for the results of 
two simple calculations. The first was the division of the 
gross sum received from the practice (as declared in income- 
tax returns for the year ended 30 June 1956) by the number 


anaesthetic equipment, anaesthetic drugs, anaesthetic gases, of anaesthetics administered in earning that sum. The 
TABLE Ill. ANAESTHETIC SERVICE COSTING 
Itemized Costs (£S8.A.) Tota. Unit 
Month Anaesthetics - Cost Cost 
No. Salaries Drugs Gases Fauipment * (£S.A.) (£ S.A.) 
January 1209 4119 591 107 2,448 2-02 
February 1,312 1,460 158 571 107 2,296 1-75 
March 1,520 1,525 212 744 107 2 588 1-70 
April 1,288 1,529 160 903 107 2,699 2-10 
May 1,393 1,367 173 674 107 2,321 1-67 
June 1.458 1,342 216 722 107 2,387 1-64 
July 1,313 1,282 158 980 107 2,527 1-92 
August 1,392 2,896t 189 542 107 3,734 2-68 
September 1,328 1,619 150 834 107 2,710 2-04 
October 1,373 1,562 147 518 107 2,334 1-70 
November 1,428 1,482 181 596 107 2,366 1-67 
December 1,137 1,475 175 669 107 2,426 2-14 
Totals 16,151 19,170 "2,038 8,344 1,284 30,836 1-91 
* See text. + Adjustment of retro-active salary increase. 


and the salaries of the anaesthetists who made up the 
Department of Anaesthesia during that year, viz. 15 full- 
time with 5 part-time who worked one session of 4 hours per 
week. No explanation for individual items seems called 
for except ‘Equipment’. This was arrived at by first dividing 
the estimated life of each article into the original capital 
cost of the article, and distributing the sum of the resulting 
annual cost of each article equally over the 12 months of 
the year. The table shows the following points of interest: 

(a) The average cost of an anaesthetic was £1-91 (£1 18s. 
2d.). 

(b) Equipment accounts for 4:2°% of the whole expendi- 
ture, 

(c) Anaesthetic drugs account for 6°6°% of the whole 
expenditure. 


(d) Anaesthetic gases (nitrous oxide, oxygen, cyclopro- 
pane and carbon dioxide) account for 27°% of the whole 
expenditure. 

(e) The salaries of the anaesthetists make up the remain- 
ing 62°% of the expenditure. 


PRIVATE ANAESTHETIC SERVICE COSTS 


At Groote Schuur Hospital, during the period of the study, 
the patient made no direct contribution to the cost of his 


second was the division of the gross tax reductions allowed 
as legitimate expenses of the practice by the number of 
anaesthetics. The replies therefore gave the average re- 
muneration received for each anaesthetic and the average 
cost of each anaesthetic. In order to ensure anonymity, 
stamped addressed envelopes were provided for the return 
of this information. 


By 13 November 1956, 2 months after all tax returns had 
fallen due, 11 replies had been received, representing 20% 
of those approached. Judging by the franking of the en- 
velopes, these replies came from all four Provinces. An 
analysis of the replies show that: 

(a) The average cost of an anaesthetic to the private 
patient is £4-63 (hospital costs £1-91). 

“(b) The cost of administering the anaesthetic, which is 
deductible for tax purposes, was £1-90 (hospital cost £0-73). 
This figure is 43°% of the cost to the patient, which is not 
very different from the figure (38°) for the hospital services. 

(c) The average nett earnings of the anaesthetist, which 
are equivalent to the salaries in hospital practice, were 
£2-72 (hospital cost £1-18). 

In view of the diversity of anaesthetists and of the con- 
ditions under which they practise, there was the expected 
wide range in values for each expense category. While the 


mean and the median figures for the nett income were almost 


4 


908 S.A. MEDICAL JOURNAL 


the same, the cost to the patient showed a mode which was 
35% in excess of the mean and the cost of administering 
the anaesthetic showed a mode which was 40% below the 
mean. 


The figures for Groote Schuur Hospital are quoted by permis- 
sion of Dr. N. H. G. Cloete, Medical Superintendent. 

Prof. E. Batson, Faculty of Social Science, University of 
Cape Town, and Prof. H. Greenwood, Department of Ac- 
counting, Faculty of Commerce, University of Cape Town, 
tendered valued advice in their own fields. Thanks are also 
due to the many members of the staff of Groote Schuur Hospital 
who assisted in this study, in particular Miss T. Anderson. 


7 September 1957 


The kindness of the anaesthetists who responded to the ques. 
tionnaire is gratefully acknowledged. 
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ESTERHUIZEN v. ADMINISTRATOR, TRANSVAAL 


TRANSVAAL PROVINCIAL DIVISION * 


1957 February 28, March |, 


J. C. Steyn, Q.C. (with him George Colman) for the defendant. 

J. H. Snyman, Q.C. (with him M. W. Friedman and C. J. van 
Zyl) for the plaintiff. 

Bekker, J.: In the present action plaintiff claims damages 
against defendant in his capacity as the Administrator of the 
Transvaal Province, representing as such the Provincial Adminis- 
tration, under whose jurisdiction Public Hospitals in the Province 
are vested by the provisions of Ord. 19 of 1946, of which the 
Johannesburg General Hospital happens to be one. 

In her declaration plaintiff alleges that in or during October 
1949, at the Johannesburg General Hospital, servants of the 
defendant, acting in the scope and course of their employment, 
wrongfully, unlawfully and intentionally assaulted her in that 
they subjected her to radium treatment which caused her serious 
injuries; she also introduces an alternative cause of action, it 
being alleged that these servants were unskilled or negligent in 
the application of that treatment and that defendant is accordingly 
liable for the resultant injuries. The defence to the claim based 
on the assault is one of consent. Defendant relies on an ‘implied 
consent’ to the treatment, 

‘in that her (plaintiff's) father, or alternatively her mother 
or alternatively both her father and her mother caused or 
permitted her to be admitted to the hospital . . . for the 
purpose of receiving such treatment as might by the medical 
practitioners working in the said hospital, be deemed necessary 
or proper for the purpose of curing, arresting or alleviating 
the disease from which plaintiff was suffering or mitigating 
the consequences thereof and the implied consent of plaintiff 
was given in that she entered the hospital for the said purpose 
and permitted the administration to her of such treatment 


In so far as the alternative cause of action is concerned, de- 
fendant pleaded that his servants were neither unskilled nor 
negligent. I propose dealing immediately with the cause of action 
based on assault, and will thereafter consider the alternative 
claim. 

It is common cause that in 1945, when plaintiff had reached the 
age of ten years, a small nodule showed itself immediately below 
the ankle of her right leg, which she then injured. As a result she 
experienced some discomfort, whereupon her father took her to 
interview Dr. J. J. Gouws, a medical practitioner of Volksrust. 
He treated the injury, but also excised the nodule which he sub- 
mitted for analysis to the South African Institute for Medical 
Research, where it was identified by Dr. J. F. Murray, a witness 
for plaintiff, as a manifestation of a disease known as Kaposi's 
haemangiosarcoma, something which I propose referring to, for 
present purposes, as Kaposi’s disease, and which, in the words 
of Dr. Murray, 

‘is a malignant tumour or new growth which tends to occur 
on the extremities, the feet and the hands, and from there to 


* Published by courtesy of S.A. Law Reports, Juta and Co. 
Ltd., Cape Town. 
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spread centrally towards the trunk and other parts of the 

y. It originates in more than one centre at the same 
time; we therefore call it multi-centric in origin. As the 
nodules of the disease grow, they eventually coalesce and 
form larger tumours which are destructive to the neighbour- 
ing tissues and lead to ulceration of the skin, destruction of 
the underlying tissues, infection and ultimately, if not checked 
in its progress, to death of the patient either by infection, 
some other incidental disease, haemorrhage or spreading 
of the disease to vital organs. It is a disease which is very 
intimately related to the blood vessels and the cells of which 
it is composed . it is a slowly but relentlessly progressive 
disease . . . and the general consensus of opinion is that the 
average expectation of life of a patient is five to ten years, 
but cases of death occurring in a shorter period than a year 
have been recorded and others are on record in which the 
patient has survived for as long as forty years.” 

Needless to say, many other details and qualities of the disease 
were canvassed during the hearing of the case, but, for the moment, 
the aforegoing suffice. 

Plaintiff's mother stated that Dr. Gouws then advised her 
(and it is reasonable to infer that her husband, who subsequently 
died in May 1948, was similarly advised) that the plaintiff suffered 
from ‘bloedkanker’ and that as he was not equipped to treat 
plaintiff, it was necessary for her to proceed to the Johannesburg 
General Hospital for treatment. She was informed that the site 
where the nodule had been excised would receive X-ray treatment- 
‘om daardie plekkie te laat brand’. She thought that if it was 
“‘bloedkanker, dan sou sy (plaintiff) baie gou doodgaan’, and 
whilst not knowing anything about X-ray therapy, or dangers 
connected with such treatment, she was in complete agreement 
then that plaintiff should proceed to the Johannesburg Genera! 
Hospital. Her own state of mind was one of contentment to leave 
the actual treatment entirely in the discretion of the medical 
authorities. 

Plaintiff was accordingly taken by her father to the Johannes- 
burg General Hospital in or about July 1945, and there received 
superficial X-ray treatment over the site of the excision and was 
then sent home. The X-ray machine used on this occasion for 
that purpose was referred to as the Chaoul Unit. Plaintiff experi- 
enced no pain or discomfort; a week or two later the skin peeled 
off over the site which had been treated and the wound healed 
completely. Some three months later, however, that is to say 
during or about October 1945, further nodules appeared on her 
right leg, foot and toes, under the left foot, and on the dorsum 
of the right hand. Once more, accompanied by her father, she 
was taken to the same institution and there received superficial 
therapy treatment from 8 to 13 October, again by means of the 
Chaoul Unit, whereafter she was sent home without any ill- 
effects. She was given instructions, however, to report back 
from time to time, but in any event to do so immediately on new 
or fresh nodules making their appearance. 

During the period 1945 to 1949 she reported back on abou! 
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ten occasions—but received no treatment, from which I infer 
that treatment was not necessary. By October 1949, however, 
fresh nodules once more appeared on all plaintiff's extremities. 
Her father and natural guardian had of course died previously. 
Her mother was then living with a second husband in Swaziland, 
whilst plaintiff resided with her grandfather at Volksrust in order 
to enable her there to attend school. When plaintiff's mother 
was advised of the reappearance of these nodules, she instructed 
the grandfather to remove plaintiff to the Johannesburg General 
Hospital for treatment—and in so far as plaintiff’s mother was 
concerned once more to receive such treatment as might be deemed 
best by the institution’s medical authorities. 

| should add, however, that her state of mind was never known 
or communicated to the latter; the mother experienced no con- 
cern because—so it emerged from her evidence— 

‘Ek het geweet sy was nooit siek as daardie goed aan haar 
was nie, en as sy die behandeling gekry het, was sy ook nie 
siek nie, en ek was nie bekommerd daaroor nie.’ 

She also expected that the treatment on this occasion would be 
the same as on the two previous occasions, and never thought or 
entertained any idea that it might carry any risk or danger to 
plaintiff. 

I accept it as a fact that plaintiff's mother did not realize that 
X-ray treatment might be dangerous; and I believe her when she 
says that she never anticipated any danger or possible harm 
when she caused plaintiff to be taken for further X-ray treatment 
on this occasion; indeed all she knew at this stage was that plaintiff 
had been treated on two previous occasions without having 
suffered any harm or discomfort; nor did she know that X-ray 
treatment as such, might vary in technique—e.g. that a patient 
might receive superficial as opposed to deep therapy treatment— 
and I have no reason to doubt her evidence when she says that 
she expected or believed that plaintiff would receive the same 
treatment on this occasion as she had received on the two previous 
occasions, even although she was content to leave the treatment 
to the discretion of the medical authorities of the Johannesburg 
General Hospital. 

In October 1949, plaintiff was admitted as a patient in that 
institution; shortly thereafter one of the nodules was surgically 
excised after an aunt of plaintiff had duly signed and completed 
a document consenting to operative treatment being carried out 
on plaintiff. The nodule was once more examined by Dr. J. F. 
Murray of the South African Institute for Medical Research, 
and it is common cause that plaintiff was then still suffering from 
Kaposi's disease. 

At the hospital Dr. L. Cohen took charge of plaintiff, i.e., for 
purposes of administering X-ray treatment to her. At the time 
he had held the Diploma in Medical Radiotherapy (London 
University) for some six months, having qualified in April of 
that year; he had graduated as a doctor at the University of the 
Witwatersrand in 1942, and after doing further medical and sur- 
gical practice in various hospitals in the Union, proceeded to 
America in 1946, where he gained some therapy experience— 
without graduating or obtaining any degree—at the Bellevue 
Hospital; he then attended the London University, where he 
studied for the Diploma, which he obtained after some sixteen 
months. He stated in evidence that having examined plaintiff, 
he concluded that she required ‘radical’ treatment; although 
aware of the fact that she had received superficial therapy treat- 
ment from a certain Dr. Krige on two previous occasions, he 
decided—as, in his opinion, the disease was rapidly progressing, 
leaving plaintiff with an estimated expectation of life of one 
year—that she required not only deep therapy treatment but 
of a dosage measured in ‘r’ (roentgen) units which, it is common 
cause, could only be described as ‘radical’. 

For present purposes it suffices to state that he admitted that 
the dosage and manner of treatment which he worked out and 
decided to apply to plaintiff was of such a nature or order that 
he knew beforehand that plaintiff would: 

(i) Suffer severe irradiation of the tissues in the treated 
areas and could possibly sustain ulceration of these tissues. 

(ii) Become disfigured or deformed in the sense that 
permanent harm would be done to her epiphyses (growing 
bone ends) in the treated areas, causing a shortening of the 
limbs; furthermore that cosmetic changes would set in—a 
feature described by Dr. Cohen as ‘permanent visible damage 
to the skin—a change in pigmentation—causing the skin 
to become lighter or darker or blotchy with light and dark 
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patches; the skin might become drier and thinner, stopping 
sweating in the affected area’. 

(iii) Run a risk and be subjected to a possibility of having 
to suffer amputation of the treated limbs. 

These consequences and risks arising from the treatment and 
dosage worked out by Dr. Cohen were known only to himself 
and no-one else; plaintiff's mother—as mentioned earlier on— 
had no knowledge of any danger and anticipated none. Plaintiff, 
who had been admitted to a ward under the charge of a certain 
Dr. Adno, enquired from him—before treatment was administered 
—what was going to happen to her, and was told ‘Moet nie “worry” 
nie’. She, a child aged fourteen years, certainly had no occasion 
to anticipate any danger. 

It is furthermore common cause that the danger, if any, ac- 
companying superficial therapy treatment such as plaintiff re- 
ceived on the two earlier occasions by means of the Chaoul Unit 
was infinitely less than that attendant on the proposed or con- 
templated treatment and dosage, for which purpose the Maximar 
Unit was to be used. 

It is also common cause that there was ample time and oppor- 
tunity on hand to have procured the consent of plaintiff's guardian 
to the proposed treatment. Dr. Cohen, the only person with 
knowledge of the danger and consequences which might or would 
ensue, was asked in cross-examination whether he did not think 
that he should have afforded the parents an opportunity to con- 
sider the situation—he replied: 

‘It was my function to cure the disease if it was possible . . . 
I was fully aware that there would be cosmetic changes 
under any circumstances after radiotherapy. I did not con- 
sider it necessary to discuss these details with the patient 
and I had never met the patient’s parents . . . it is not the 
usual procedure in the radiotherapy department to ask the 
parents to come.’ 
and then intimated that as it was not the practice to obtain the 
parents’ permission or consent to the treatment, he gave the 
question no consideration. 

During the period | to (and including) 5 November 1949, plaintiff 
received deep therapy treatment under the Maximar Unit, in 
accordance with the technique and the dosage evolved by Dr. 
Cohen. Her two feet and legs were treated up to approximately 
the knees whilst both hands were treated up to the wrists. 

Ten days after the end of the treatment plaintiff noticed blisters 
forming on the treated areas and experienced a burning sensation. 
Her condition became worse and according to her mother, who 
had in the meantime been summoned by plaintiff’s aunt, a foul 
stench hung about plaintiff’s bed. Constant efforts were of course 
made in the Hospital to effect a cure, but these were not successful. 
In any event on 31 December 1949, Plaintiff, at the request of her 
mother was transferred to the Volksrust Hospital; later to the 
Piet Retief Hospital and finally was readmitted to the Johannesburg 
General Hospital, where on 17 May 1950, her right leg was ampu- 
tated just below the knee. This was followed by a similar amputa- 
tion of the left leg, necessitated by post-radiation malignant 
ulcers, and an additional amputation of portion of the stump 
of the right leg. In 1954 two fingers of the left hand were ampu- 
tated for the same reason, and the evidence is abundantly clear 
that it will be necessary to amputate the whole of the left hand. 
In August 1955, the right hand was amputated at the wrist, re- 
sulting in plaintiff now being minus legs, a right hand and faced 
with the certain prospect of having to lose her left hand—which 
in any event is presently useless. 

Dr. Murray, a specialist pathologist who it is common cause 
is an expert in his own sphere of the highest standing and order, 
examined the amputed legs, and whilst finding no evidence or 
trace of Kaposi’s disease in these sections, expressed the opinion 
that the condition of the leg followed on and was due to radiation 
treatment which she had received for the disease. At a later 
stage in his evidence he said that the immediate cause of the con- 
dition of the legs was radiation reaction and necrosis (death of 
tissues)—and it is not disputed that this condition necessitated 
the eventual amputation of the limbs. Indeed, the evidence satisfies 
me that plaintiff sustained the loss of these limbs directly as a 
result of the X-ray treatment, and the dosage which was applied 
to her in an endeavour to cure her of the disease. I should perhaps 
add that it is quite clear that she is not ‘cured’ in the ordinary 
sense of the word. The evidence shows that as the disease is 
multi-centric in origin it may re-occur at any moment in plaintiff, 
notwithstanding the fact that she has lost her limbs. Dr. Murray 
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stated that whilst there is a reasonable prospect that the disease 
will not re-occur, he cannot say, nor is he prepared to say, that 
plaintiff has been permanently cured of the disease. I accept 
this opinion without hesitation. 

I have endeavoured to relate the more salient features on which 
plaintiff advanced her claim for damages based on an alleged 
assault, and I must now consider whether defendant is liable. 

WatTermeyer, J., in the matter of Stoffberg v. Elliot, 
C.P.D. 148, directed a jury as follows: 

‘In the eyes of the law every person has certain absolute 
rights which the law protects. They are not dependent on 
statute or upon contract, but they are rights to be respected, 
and one of the rights is absolute security to the person . . . Any 
bodily interference with or restraint of a man’s person which 
is not justified in law, or excused in law or consented to, 
is a wrong and for that wrong the person whose body has 
been interfered with has a right to claim such damages as 
he can prove he has suffered owing to that interference.’ 

In this Division, Mitutn, J., in Ex parte Dixie, 1950 (4) S.A. 
748 (W) at p. 751, held with reference to a surgical operation, 
that, as a matter of law, 

‘such an operation cannot lawfully be performed without 
the consent of the patient, or, if he is not competent to give 
it, that of some person in authority over his person. The 
fact that he is a patient in this hospital does not entitle those 
in charge of it to perform any surgical operation upon him 
which they may consider beneficial. They would only be 
justified in performing a major operation without consent 
where the operation is urgently necessary and cannot with 
due regard to the patient’s interests be delayed.’ 

In the lizht of these decisions, and as it is common cause that 
there was not that degree of urgency present in plaintiff's case 
which would have justified the treatment even without consent, 
the sole question to be answered is whether it has been shown 
that the treatment to which plaintiff was subjected in November 
1949, took place without lawful consent—a matter which, in my 
view, gives rise in itself to yet a further question, viz. what con- 
stitutes consent. 

On behalf of defendant Mr. Colman contended that it has not 
been shown by plaintiff that the treatment took place without 
such consent, and whilst considerable argument was advanced 
on the question as to where the onus rested of proving consent, 
or absence of consent, | shall assume, without deciding however, 
that the onus lay on plaintiff to prove absence of consent. 

The contention proceeded on the following lines: Dr. Gouws 
of Volksrust informed the parents that ‘X-ray treatment’ at the 
Johannesburg General Hospital was essential; it was proved 
that the mother at the time thought that unless plaintiff received 
such treatment, death would ensue within a short length of time; 
and it was reasonable to accept that the father of plaintiff must 
have shared in that state of mind. The mother, originally and 
also in 1949 at a time when she was plaintiff's legal guardian, 
was content to leave the choice and manner of treatment to the 
medical authorities at the hospital—and although there was no 
express consent to the treatment, these circumstances coupled 
with the fact that the father originally, and the grandfather in 
October 1949, at the request of the mother, brought plaintiff to 
the institution for the very purpose of receiving X-ray treatment, 
constituted proof of lawful consent to the treatment which plaintiff 
in fact received in November 1949. It was conceded that neither 
the guardian nor the patient was aware of any possible danger 
or risk attaching to the treatment—a feature, so the argument 
proceeded, entirely irrelevant and of no consequence to the de- 
termination of defendant's liability. The facts show, so it was 
contended, that plaintiff's guardian, if not originally, then cer- 
tainly in 1949, in effect stated to the defendant's servants: ‘Do 
what you think best—preserve life regardless of consequences’, 
which was consent wide enough to cover the treatment meted 
out to plaintiff and which negatived any idea of an unlawful 
assault on her. 

I am not prepared to uphold this contention. 
stance it is clear that 

‘it is usual to include in the defence volenti non fit injuria 
or as | cail it for convenience, consent—cases of voluntary 
acceptance of risk as well as cases of permission to inflict 
intentional assaults upon oneself, as in the case of surgical 
operations.” 


1923 


In the first in- 
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(per SCHREINER, J.A., 
507 (A.D.) at p. 508). 
Generally speaking, all the numerous authorities without 
exception, indicate, that to establish the defence of volenti non 
fit injuria the plaintiff must be shown not only to have perceived 
the danger, for this alone would not be sufficient, but also that he 
fully appreciated it and consented to incur it. Furthermore, in 
the matter of _ v. Botha (T.P.D., 15 April 1953, unreported), 
Neser, J., held 

‘There is no doubt that a surgeon who intends operating 
on a patient must obtain the consent of the patient. In such 
cases where it is frequently a matter of life and death I do 
not intend to express any opinion as to whether it is the 
surgeon’s duty to point out to the patient all the possible 
injuries which might result from the operation, but in a 
case of this nature, which may have serious results to which 
I have referred, in order to effect a possible cure for a neurotic 
condition. I have no doubt that a patient should be informed 
of the serious risks he does run. If such dangers are not 
pointed out to him then, in my opinion, the consent to the 
treatment is not in reality consent—it is consent without 
knowledge of the possible injuries. On the evidence de- 
fendant did not notify plaintiff of the possible dangers, and 
even if plaintiff did consent to shock treatment he consented 
without knowledge of injuries which might be caused to 
him. 1 find accordingly that plaintiff did not consent to 

the shock treatment.’ 

I have seen fit to quote extensively from the judgment of Neser, 
J., because this appears to be the only authority dealing specifically 
with the point in issue. Support for the view that assent without 
knowledge of the dangers involved, is not in reality consent, 
is further to be found in American Restatement of the Law (vol. |. 
Chap. 3, para. 59) in the sense that 

‘if the person whose interest is invaded is at the time by 
reason of his youth or defective mental condition incapable 
of understanding or appreciating the consequences of the 
invasion’— 
(and I would add—‘or any person in fact shown to be ignorant 
thereof*)— 
‘the assent of such a person to the invasion is not effective as 
a consent thereto.” 

Indeed if it is to be said that a person consented to bodily 
harm or to run the risk of such harm, then it presupposes, so 
it seems to me, knowledge of that harm or risk: accordingly 
mere consent to undergo X-ray treatment, in the belief that it is 
harmless or being unaware of the risks it carries, cannot in my 
view amount to effective consent to undergo the risk or the con- 
sequent harm. 

Turning now to a consideration of the facts the following are. 
in my opinion, relevant: 

The two X-ray treatments which plaintiff received in 1945 left 
her completely unscathed. These, it is known, were superficial 
treatments under the Chaoul Unit. Plaintiff's mother, acting in 
the belief that she would be similarly treated in October 1949, 
admittedly caused her to be sent to the Hospital and although 
content to leave the choice of and the actual treatment to de- 
fendant’s servants, was unaware of any risk or danger attaching 
thereto, or in connection with the use of the X-ray machine. 
On the contrary, she expected the same results as emerged from 
the two previous treatments. 

On the other hand, the Hospital authorities knew that plaintiff 
had been treated on previous occasions with the Chaoul Unit— 
which in itself was infinitely less dangerous than deep therapy 
treatment under the Maximar Unit: Dr. Cohen realized that 
plaintiff would suffer serious consequences and be subjected to 
risks, not by virtue of X-ray treatment as such, but rather because 
of the dosage he had decided upon and the technique he intended 
employing in administering that dosage to plaintiff. He realized 
too, that this was essentially a different form of treatment than 
that which plaintiff had previously received—and a form of 
treatment with its attendant dangers and risks, of which he and 
he alone, for the reason mentioned, was aware. The question of 
discussing the situation or obtaining the consent of the guardian 
was not present to his mind, as it was not the practice to do so 

Nor could it even be pretended by anyone that this happened 
to be the case suggested by defendant’s counsel during argument, 
viz., “Cure—regardless of consequences’. Even if that had been 
the guardian’s frame of mind—which it was not—it was never 
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disclosed to any of defendant's servants. All they knew was that 
plaintiff, a patient suffering from Kaposi's disease, was admitted 
to the institution for further X-ray treatment—a fact which did 
not, especially in view of the type and nature of the two previous 
treatments, imply the necessary consent to subject her to a dosage 
and form of X-ray treatment which differed from the former, 
and which had known and serious consequences and possible 
risks. 
I would in this regard respectfully associate myself with the 
remarks of WATERMEYER, J., in Stoffberg v. Elliot, supra at p. 149, 
viz., 
*... aman by entering a hospital does not submit himself 
to such surgical treatment as the doctors in attendance 
upon him might think necessary; . . . by going into hospital 
he does not waive or give up his right of absolute security 
of the person . . . he still has the right to say what operation 
he will submit to, and unless his consent to an operation is 
expressly obtained, any operation performed upon him 
without his consent is an unlawful interference with his 
right of security and control of his own body . 
With reference to a contention advanced on behalf of the 
defendant that the Hospital authorities were entitled to assume 
consent, because plaintiff had been previously treated, it must be 
emphasized that the 1949 treatment was vastly different in form, 
substance and more dangerous than the earlier treatments. In 
this connection 
‘it is not sufficient to protect the actor, that the invasion is 
of the same general sort as that assented to . . . an assent 
to a particular operation does not permit a surgeon to per- 
form another operation no matter how necessary to the 
other’s cure.’ 

(Cf. American Restatement of the Law, supra para. 54, p. 104). 

In all the circumstances I have come to the conclusion, even 
assuming that plaintiff is burdened with the onus of proving 
absence of consent, that that onus has been discharged and that 
defendant is liable to plaintiff for the damage she sustained as a 
result of an unlawful assault committed on her by his servants. 

Mr. Colman, however, suggested that it would render the 
position of surgeons, therapists, dentists—indeed the whole of 
the medical profession—intolerable if it were to be held that they 
owed a duty to patients of having to inform them, prior to any 
operation or treatment, of all the consequences, the dangers and 
the details of the risks, accompanying the operation or treatment— 
and reference was made to certain observations of DENNING, L.J., 
in Hatcher v. Black and Others (Q.B. 30 June 1954, apparently 
unreported). 

I do not pretend to lay down any such general rule; but it seems 
to me, and this is as far as I need go for purposes of a decision 
in the present case, that a therapist, not called upon to act in an 
emergency involving a matter of life or death, who decides to 
administer a dosage of such an order and to employ a particular 
technique for that purpose, which he knows beforehand will 
cause disfigurement, cosmetic changes and result in severe irradia- 
tion of the tissues to an extent that the possibility of necrosis 
and a risk of amputation of the limbs cannot be excluded, must 
explain the situation and resultant dangers to the patient—no 
matter how laudable his motives might be—and should he act 
without having done so and without having secured the patient's 
consent, he does so at his own peril. 

With reference to the remark of ScHReEINER, J.A., supra, appear- 
ing in the case of Lampert v. Hefer, N.O., Mr. Colman said that 
the problem in that case was not the problem in the present matter. 
He contended that in a case where a patient in his sound and 
sober senses gave his permission to a surgical operation or ‘con- 
sent proper’, as counsel termed it, there was no need that the 
patient should in addition be informed or be aware of any attendant 
dangers or risks. It was competent for the patient, so the argu- 
ment proceeded, to enter into an agreement with the surgeon, 
whereby the former waived his right to sue for an assault and 
latter ‘contracted out’ of any liability for an assault. In such a 
case, counsel said, in the light of which the observation of 
Scuretner, J.A., should be viewed and to which it could never 
apply, there simply is no need nor any reason to commend itself 
to one, why the patient should in addition be made aware of 
the dangers in order to furnish an ‘effective’ consent. Mr. Co/man 
contended that the situation was much the same as the airways 
passenger on whose ticket it was stated that the airline would 
not be responsible for loss or injury occurring to the passenger 
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during the flight—and of course who was never informed and in 
fact was unaware of all the risks which he entertained during the 
flight. Accordingly, so counsel said, the remarks of SCHREINER, 
J.A., are to be limited to cases purely of the ‘voluntary assump- 
tion of risk’ type and do not deal with the present situation where 
there was ‘consent proper’ to the reception of X-ray treatment. 
It would be absurd, so it was said, to allow a plaintiff to succeed 
in an action against a therapist who had taken the precaution of 
arming himself with a document signed by plaintiff, reading, 
e.g. as follows: 

‘I present myself, a sufferer from Kaposi’s disease for 
X-ray treatment. I am unaware of any dangers connected 
with the treatment, but I leave the treatment entirely to 
your discretion’— 

yet, said counsel, such a document would presumably not suffice 
to protect the therapist in an action based on an assault, because 
he had not explained the dangers of his proposed treatment to 
plaintiff. 

The facts before me are however different. Not only were 
defendant’s servants in fact unaware of plaintiff's mother’s con- 
tentment to leave the treatment to their discretion, but if they 
had enquired they would have ascertained, not only that she was 
completely unaware of any risks connected with X-ray treatment, 
but that she, on the contrary, because of what had happened in 
the past, believed that plaintiff would receive the same treatment 
as on previous occasions, which caused no harm to her daughter 
at all, and for which reason she assumed it was safe. 

With reference to the decision of Neser, J., in Botha v. Rompel, 
supra, it was suggested that the case was wrongly decided. I am 
far from satisfied that the suggestion is correct; on the contrary 
I would respectfully associate myself with the views and remarks 
of Neser, J. 

It was next suggested that that decision could be distinguished 
on the facts. In that case it was not a question of ‘life or death’. 
whereas, so counsel said, in the present case it was; plaintiff only 
had one year to live, according to Dr. Cohen. The answer, how- 
ever, is that it is common cause that there was sufficient time to 
have obtained the consent of plaintiff’s guardian if that had been 
thought desirable or necessary. It was further sought to dis- 
tinguish the facts on the basis that in that case there was no ‘con- 
sent proper’, whereas in the present there was—a matter with 
which I have dealt. 

There remains for consideration on this branch of the inquiry a 
final submission made by Mr. Colman. He said that an assault is 
only actionable if there was a wrongful intent or dolus present to 
the aggressor, and I was referred to Melius de Villiers on Injuries 
(pp. 26, 27) and various other authorities. On the facts, so the 
argument proceeded, there was no dolus proved as Dr. Cohen, 
in administering the treatment to plaintiff, did so with the laudable 
motive of endeavouring to cure her. In my view, however, intent 
and motive are different concepts, and the fact that the motive 
for an assault might be laudable does not negative the fact that 
the intention to assault or the assault itself might nevertheless be 
wrongful. On the facts before me he had no right to subject 
plaintiff to the particular treatment without her consent. That 
he intended doing just that, is, of course, common cause, and the 
contention that there was no ‘wrongful intent’ must accordingly 
fail. 

In the nett result [ have come to the conclusion that defendant 
is to be held liable in damages for an assault committed on plaintiff. 
The quantum thereof | shall consider at a later stage since it 
remains necessary to deal with the alternative cause of action 
based on negligence. 

Plaintiff's case is that Dr. Cohen was negligent and treated her 
unskilfully. In this connection counsel for the defence stressed 
that 

. . in a hospital when a person goes in who is ill and is 
going to be treated, no matter what care you use, there is 
always a risk. Every surgical operation involves a_ risk. 
It would be wrong, indeed bad law, to say that simply be- 
cause a misadventure or mishap occurred, thereby the hospital 
and doctors are liable. Indeed it would be disastrous to the 
community if it were so. It would mean that the doctor 
examining the patient, or a surgeon operating at a_ table, 


instead of getting on with his work, would forever be looking 
over his shoulder to see if someone was coming up with a 
His professional reputation is as dear to him as 
and an action for negligence 


dagger. 


his body, perhaps more so, 
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can wound his reputation as severely as a dagger can his 
body. You must not therefore find him negligent simply 
because something goes wrong, as for instance, if one of the 
risks inherent in an operation actually takes place, or because 
some complication ensues which lessens or takes away the 
benefits that were hoped for, or because in a matter of opinion 
he makes an error of judgment. You should only find him 
guilty of negligence when he falls short of the standard of a 
reasonably skilful medical man. In short, when he is deserv- 
ing of censure—for negligence in a medical man is deserving 
of censure.’ 

(per DENNING, L.J., instructing the jury in Hatcher vy. Black and 

Others, supra). 
But the test to be applied in the determination of the question 
whether a doctor acted negligently or unskilfully in any given case 
emerges clearly from the decision of Wessets, J.A., in van Wyk vy. 
Lewis, 1924 A.D. 438 at p. 456, who held that 
‘the surgeon (must perform) the operation with such technical 
skil! as the average medical practitioner in South Africa 
possesses and (must) apply that skill with reasonable care 
and judgment ._ . (he) is not expected to bring to bear on 
a case entrusted to him the highest possible professional 
skill but is bound to employ reasonable skill and care and is 
liable for the consequences if he does not.’ 
I was also referred, generally on the question of negligence, to 
the remarks of VAN DER Heever, J.A., in Herschel v. Mrupe, 1954 
(3) S.A. 464 (A.D.) at p. 490, who stated: 
‘The concept of the bonus paterfamilias is not that of a 
timorous faintheart always in trepidation lest he or others 
suffer some injury; on the contrary, he ventures out into the 
world, engages in affairs and takes reasonable chances.” 
It was contended on behalf of defendant that the facts show, 
not only that Dr. Cohen was not negligent, but at most, or at the 
highest, that he took ‘a reasonable chance’ which he was obliged 
to have done in the circumstances of this case, and that if any 
error was committed, it was an error of judgment ‘in a matter of 
opinion’. 
I now turn to the facts of the case. 
I have had the benefit of opinions expressed by Drs. Cones, 
Weinbren and Osler on the one hand, and Dr. Cohen on the 
other. On certain matters they all agree, and on others the former 
three are in opposition to the views entertained by Dr. Cohen. 
There is no question about the fact that these gentlemen, all 
registered specialists, are fully qualified to express expert opinions 
and that I must be guided by their views: 
In this connection allowance must be made for the fact that more 
is known today about Kaposi’s disease and the treatment thereof, 
than was the case in 1949. Furthermore, that the test to be applied 
is 
‘not what a specialist would or would not do under the 
circumstances . . . because a general practitioner is not ex- 
pected to have the same degree of knowledge and skill and 
experience as a specialist has . . . The question is what is 
the common knowledge in the branch of the profession to 
which the accused belongs.’ 

(per Roper, J., in R. v. van der Merwe (W.L.D. 20 May 1953, 

unreported.) 

In 1949 Dr. Cohen of course was not a specialist radio-therapist. 
He had only qualified in April of that year. Accordingly I must 
consider his actions in relation to what common knowledge and 
practice was at the time and not what a specialist might have 
known or have done in 1949. But evidence by specialists as to 
what was common knowledge in the profession is evidence on 
which reliance may be placed 

‘because the general practitioner is expected to be possessed 
of knowledge which is common in the profession.’ 
(per Roper, J., in R. v. van der Merwe, supra). 

Facts which are common cause and which were matters of 
common knowledge in 1949, are the following: 

Firstly in regard to X-ray treatment generally: The intensity 
of reaction on tissues, both healthy and tumour tissue, and con- 
sequently risk of necrosis, depends in the main, on the dosage 
(calculated in units of ‘r’); on the time interval and dosage rate, 
i.e., the period of time over which the dosage is administered, 
including the time which is allowed to elapse between each in- 
dividual administration, when merely a fraction of the prede- 
termined dosage is given to the patient; on the size of the field 
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employed; and finally on the particular part of the body which 
is to be subjected to treatment. 

In order to decide the issue as to whether Dr. Cohen employed 
reasonable care and skill in his treatment of plaintiff it becomes 
necessary to elaborate somewhat on these matters—and in s0 
doing I shall confine myself to matters which are common cause, 
Generally speaking, the very foundation of radio-therapy rests 
on the fact that, after tissues have been irradiated, both the healthy 
and tumour tissues start recovering from the effect thereof, in 
many instances, not without exception however, the rate of re. 
covery of healthy tissue is more rapid than that of tumour tissue. 
The fact enables the therapist to administer with safety, a dosage 
of an order sufficient to eradicate the tumor, but which would in 
itself normally exceed the limits of skin tolerance. By allowing 
a lapse of time between each individual treatment during which 
the tissues recover, the healthy of course more rapidly than the 
tumour tissue, the further application on each subsequent treat- 
ment of X-rays eventually results in the complete death of the 
tumour tissue, whilst the healthy tissue, although damaged, never- 
theless remains alive and is then allowed to recover. This process 
of fractionation may be varied in the sense that the interval be- 
tween each treatment may be a matter of hours or days. It is 
clear, however, that a dosage e.g. of 1,000 r, administered over 
twenty days in say ten fractions, is less intense than the same 
dosage administered in a lesser number of days, even although 
in the same number of fractions. By the same token, if the dosage 
required to eradicate the tumour is, say, 1,000 r in five days, and 
it is decided to fractionate it over ten or twenty days, it will be 
necessary in order to obtain the same order or strength of dosage, 
to increase or step up the number of r-units to be administered 
over the longer period. In other words, whatever the dosage 
may be, if administered over a shorter length of time it becomes 
more intensive than that dosage administered over a_ lengthier 
period. 

Furthermore, all are agreed that to ‘under-dose’ a patient is 
bad practice, not only because it is inefficacious, but because 
once tissues have been irradiated, and herein lies the importance, 
the application of any subsequent X-ray treatment is rendered 
not only difficult but hazardous—as previously treated tissues are, 
due to some permanent change in or damage to the tissues or 
tissue-formation, more sensitive to the reception of subsequent 
X-rays, thereby increasing the risk of necrosis. At the same time, 
however, all agree that the limits of skin or tissue tolerance must 
never be exceeded. 

The problem confronting the therapist is accordingly to strike 
a proper balance between a dosage which will destroy the tumour 
tissue without irretrievably damaging the healthy tissue. 

In this regard, all agreed that the tumours in Kaposi’s disease are 
‘radio-sensitive’. Indeed Dr. Cohen made an entry on a report 
concerning plaintiff (exhibit 15) prior to her treatment, that 
“Kaposi's disease is extremely radio-sensitive’, and agreed with 
the definition given to that term by Ralston Patterson at p. 4 in 
his work on The Treatment of Malignant Disease by Radium 
and X-rays, in which it is said: 

‘Sensitive tumours are those in which the therapeutic 
ratio is high, the normal tissues tolerating doses of several 
times the magnitude of the tumour lethal dose.’ 

I should add immediately, however, that during cross-examina- 
tion Dr. Cohen stated that Patterson’s statement, although correct. 

‘does not apply to Kaposi's disease, because Kaposi’s is a 
tumour which is radio-sensitive, but as a rule it arises in a 
tissue which would not tolerate even moderate doses that 
are required . . . the tumour arises in the extremities and 
those are tissues which are not tolerant of radiation.’ 

I shall return to this evidence at a later stage, but for present 
purposes it serves to introduce a further admitted and known 
fact in connection with X-ray treatment, viz., that the limit of 
skin or tissue tolerance is inter alia governed by the supply of 
blood: the feet, ankles and hands of the human body, served 
with a lesser blood supply than other parts, are accordingly less 
capable of tolerating irradiation—a fact for which due allowance 
must be made by the therapist. d 

In deciding upon the technique to be employed in administering 
the dosage to a patient, but nevertheless a factor which in itself 
has a bearing on the determination of the required tumour lethal 
dose, the therapist must give consideration to the ‘fields’ he in- 
tends employing in treating the patient, i.e., the size of the area 
which he intends subjecting to X-rays at any given time. 
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(The learned — then dealt with this factor and other evidence 
and proceeded.) 

On the probabilities before me, coupled with the expressions of 
opinion by Drs. Weinbren, Osler and Cones, | find as a fact that 
the dosage and technique employed in plaintiff's case resulted 
in the administration to her of X-rays of too high an order, and 
which exceeded the limits of skin or tissue tolerance, so in the end 
causing the necrosis and leading to the amputation of these limbs. 
| have mentioned that Dr. Cohen in 1949 was confronted with 
an extremely difficult task, for reasons I need not repeat again. 
| have given due consideration to the question whether he merely 
‘erred in a matter of opinion’, but cannot persuade myself to 
subscribe to that view. For reasons mentioned I have found 
that he acted without ordinary or reasonable care in a number 
of respects, which again as a matter of probability, either in- 
dividually or conjunctively, contributed towards the dosage 
which exceeded the limits of skin or tissue tolerance. In this 
connection I may state that the size of the fields employed, the 
fact of opposing fields having been used, and the short interval 
of time over which the dosage was administered, appear to me 
to have been the main contributing factors—and although Dr. 
Cohen stated that ten per cent of Kaposi’s disease cases appear 
to be unlucky in the sense that they may suffer amputation of a 
limb or limbs, and that ‘Plaintiff was one’ of the ten per cent 
of these cases, | am unable to agree with the latter portion of that 
view. Plaintiff's misfortune was, in my opinion, not occasioned 
by chance, or by ‘an error of judgment in a matter of opinion’, 
but by actions on the part of the therapist which fell short of 
ordinary care and diligence. 

In the nett result therefore, | find that defendant is liable to 
plaintiff on both the main and the alternative cause of action. 

I must now attempt to assess the quantum of damages. | use the 


S.A. TYDSKRIF VIR GENEESKUNDE 


913 


word ‘attempt’ advisedly, as I, too, now find myself confronted 
with so many ‘unknown factors and data’ that a” assessment of 
damages in these circumstances may well, in many respects, be 
regarded—and justifiably so—as ‘guess-work’. That, however, 
does not relieve me of the duty to assess damages as best I can, 
on the material before me. 

The first and most difficult question to answer, but nevertheless 
an important one, is whether on the evidence before me, it would 
be correct to find, on a balance of probabilities, that plaintiff 
could have been ‘cured’ of the disease without entailing a loss of 
limbs—cured, not permanently, but in the sense in which she 
presently finds herself—that is to say, although a Kaposi’s disease 
patient in whom the disease may remanifest itself in an active 
form at any given moment, nevertheless is a patient enjoying, 
in the words of Dr. Murray, ‘a reasonable prospect that the 
disease will not re-occur again’. If it does not, and she is to be 
allowed her normal expectation of life, she will, according to 
the calculations of an actuary, one Erikson, live for 42-8 (forty- 
two point eight) years. 

(The learned Judge then considered the evidence and con- 
cluded.) 

In the nett result, thereof, plaintiff obtains judgment with 
costs against defendant in the following amounts: 


(i) In respect of artificial limbs £1,250 
(ii) In respect of future medical expenses : £1,250 
(iii) In respect of procuring the services of an 
assistant . £1,500 

(iv) In respect of loss of amenities, disfigurement, 
pain and suffering £6,000 
Total £10,000 


NATIONAL CANCER ASSOCIATION 
PRESIDENTIAL ADDRESS BY DR. LEWIS S. ROBERTSON 


At the annual general meeting of the National Cancer Association 
of South Africa, which was held in Johannesburg on 23 August 
1957, the adoption of the annual report and accounts for 1956 
was moved by the President, Dr. Lewis S. Robertson. 

After speaking in terms of high appreciation of what the As- 
sociation owed to the late Mr. Hugh R. Solomon, Chairman of 
the Board of Trustees, who was still alive at the previous annual 
meeting, and referring to the Association’s need for more funds, 
Dr. Robertson said that the Association went forward with 
confidence in the importance of the cause, and determined vear 
by year to intensify the efforts made to solve the riddle of cancer 
and to end the misery and fear which that word evoked in the 
past. 

The problem of cancer is the concern of the whole world. As 
far as Our present information is concerned, about 10% of cancer 
cases are completely cured, a further 20°, could be cured by 
full application of all presently available knowledge on case 
detection, diagnosis and treatment, and the remainder, 70°,, 
represent the size of the research problem. 


Fducation of the Public 

In this connection we are brought face to face with a problem 
which is exercising critical minds in many parts of the world, 
namely the education of the public in matters relating to cancer. 
This is a question which is of great concern to the Association 
and the effects of public education, where this has been practised, 
is being studied in all its aspects. With the information available 
at present, the Association is in a position to adjudicate on the 
problem; to decide how far on the one hand education of the 
public will bring the patient to the doctor when the disease is 
ina curable stage, and on the other hand how far it may generate 
fear in people unaffected by cancer. Fducating the public is like 
declaring war. There is no backing out once it has started and 
the issue can only be one of victory or defeat. As in declaring 
war it is a problem not only of ‘whether’, but of ‘how’ and of 
‘when’. 

In research throughout the world, the greatest volume of re- 
search is devoted to treatment of cancer. 


The relation between smoking and cancer has received blazing 
publicity, not to say notoriety. Work of great importance in this 
field has been a statistical survey into tobacco smoking and the 
relation of atmospheric pollution to lung cancer. According to 
several research workers the death rate for cancer of the lung 
increases in proportion to the number of cigarettes smoked per 
week. At a rough estimate it appears that about half the deaths 
of men from lung cancer arise from cigarette smoking. The 
problem of the deleterious effects of smoking is a huge one, but 
no authoritative emphatic statement can be made at present on 
the matter. 

The Association has established a film library dealing with 
different aspects of cancer, and there has been a good demand 
for the loan of professional films. Libraries attached to medical 
schools have been provided with several scientific journais bearing 
on cancer. The distribution of pamphlets to the public has 
continued unabated and favourable comments have been received 
on their contents and the manner of presentation of the subject 
matter contained in them. 

The Association is particularly concerned about the influence 
of unqualified persons treating patients suffering from cancer; 
and efforts are being made to impress upon cancer sufferers the 
dangers they run by entrusting themselves to unqualified persons 
in the treatment of such a serious disease, thereby jeopardizing 
their chances of subsequent cure. 

Members are no doubt impressed by the amount of research 
work sponsored by the Association. In due course the results of 
these investigations will be available. 

Cobalt Bombs and Linear Accelerators 

The question of the acquisition of cobalt bombs and linear 
accelerators for installation in the main hospitals in the principal 
centres of South Africa has been kept under continual review 
both through correspondence with overseas authorities and by 
discussions with distinguished experts in this field who have 
visited South Africa. Because of the controversial nature of the 
subject as it affects South Africa, the Association has obtained 
the advice of leading authorities in Britain. They are in favour 
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of large hospitals obtaining radio-active cobalt bombs, but all 
stressed that, before embarking on the installation of such equip- 
ment, hospital authorities must ensure that they have available 
adequately trained and experienced medical personnel and phy- 
sicists for the operation of cobalt bombs and supervoltage ma- 
chines. A report of the Medical Research Council of Great 
Britain recently received, supports the views of the authorities 
consulted. 

The attitude adopted by the National Cancer Association 
endorsed by these eminent authorities, is that it cannot support 
the purchase of radio-active cobalt bombs unless specially trained 
and experienced personnel to handle the equipment are available. 
The Association has noted with satisfaction that South African 
physicists are being sent abroad for training in the handling of 
super-voltage and radio-active equipment and to gain experience 
in the techniques of super-voltage radiotherapy. 
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Information has been obtained from authorities in Britain that 
radio-active cobalt will not be available for shipment to South 
Africa until the latter half of 1958 and no radio-active caesium 
will be available until 1960. By that time the position in regard 
to the availability of trained personnel to handle super-voltage 
equipment should have materially altered. The more powerfy 
super-voltage linear accelerator of the 25-million-electron-yolt 
type is reported to have many advantages over a thousand curie 
cobalt bomb. It can be used for various other purposes, such as 
generating a beam of free electrons, to make isotopes and pro- 
duce neutron rays. The cost of such a machine is in the region 
of £80,000 and, in addition, the necessary buildings wouid cost 
approximately £30,000. The National Cancer Association con- 
siders that the time is not ripe for it to support the purchase of a 
machine of this description. 


SOUTH AFRICAN MEDICAL CONGRESS, DURBAN, 15—21 SEPTEMBER 1957 


The Final Circular has now been issued for the South African 
Medical Congress, which will take place in Durban from Sunday 
to Saturday, 15-21 September 1957. The Headquarters will be at 
Red Cross House, Old Fort Road, Durban. 

His Excellency the Governor-General, Dr. the Hon. E. G. 
Jansen has graciously consented to be Patron. 

President: Dr. H. Grant-Whyte. Chairman of Organizing 
Committee: Dr. A. Broomberg. Hon. Organizing Secretaries: 
Dr. B. Crowhurst Archer and Dr. S. Disler. Hon. Medical Secre- 


taries: Dr. J. Kelman Drummond and Dr. A. J. Wilmot. Hon. 
Treasurers: Mr. Aubrey Beiles and Dr. F. Walt. 
Conveners of Subcommittees. Entertainments: Mr. R. C. J. 


Hill. Scientific Exhibition: Mr. B. W. Franklin Bishop. Trades 
Exhibition: Dr. J. Stolp. Arts, Crafts and Hobbies Exhibition: 
Dr. M. J. Cohen. Brochure and Publicity: Dr. F. B. Proksch. 
Ladies’ Committee: Mrs. H. Grant-Whyte. Ball: Mrs. J. K. 
Drummond. Banquet: Mrs. V. Larsen. Bridge and Teas: Mrs. 
N. A. Rossiter. Concerts: Mrs. A. Broomberg. Excursions: 
Mrs. M. Stein. Flowers: Mrs. S. Sacks. Press Liaison: Mrs. F. B. 
Proksch. Registration: Mrs. L. Sagorin. Sport: Mrs. K. W. 
Dyer. Transport: Mrs. S. McMahon and Mrs. A. Taylor. 

Popular Lecture. Dr. T. C. Routley, C.B.E., Consultant-General 
of the World Medical Association, will deliver a lecture entitled 
“You and Your Doctor’ at 8.45 p.m. on Sunday, 15 September 
at the Playhouse, Smith Street, Durban. 

Opening Ceremony. This will take place at 8.30 p.m. on the 
Monday in the City Hall, Durban. The Opening Address will be 
delivered by His Excellency the Governor-General, and Dr. 
Grant-Whyte (who will have been inducted as President of the 
Medical Association of South Africa at the Annual General 
Meeting on 11 September) will deliver the Presidential Address. 
Evening and academic dress. 

Civic Reception by His Worship the Mayor of Durban (Coun- 
cillor Percy Osborn) at the City Hall, Durban, on Wednesday 
at 6 p.m. 

Registration. Sunday 9.30 a.m. to 5 p.m. and Monday 8.30-9.30 
a.m. Fee £3 3s Od for members, £1 Is Od for intern members. 
Banquet £2 2s Od (including wines), Congress Ball £3 3s Od (double 
ticket). Membership badge, which is to be worn at all meetings 
and functions, car stickers, and Congress brochure will be issued 
on registration. To avoid congestion members are requested to 
complete registration and pay for registration, banquet and ball by 
post. 

Those who have not so far indicated their intention to attend 
Congress should return the intention card immediately. Accommo- 
dation is still available in Durban, but it should be booked 
immediately. 

A Service and Information Bureau will be conducted by Caltex 
(Africa) Ltd; use of telephone (Durban 6-8712); travel information, 
maps and bookings; return passages; bookings for theatres etc.; 
daily newspapers; car servicing information. 

Rest Room and Tea Room in Red Cross House; morning and 
afternoon teas (and also at the Scientific Exhibition). Light 
lunches in Dan Pienaar Hall. 


Banquet for Medical Graduates in the City Hall on Tuesday 
evening—early application necessary as seating accommodation 
limited. 

Congress Ball in the City Hall on Friday at 8.30 p.m. 


PLENARY SESSIONS 


The programme of plenary sessions is as follows: 


Monday 2.15 to 4.15 p.m. Cerebral Vascular Disease and the 
Problems of Aging. Introduction, Sir Russell Brain, Bt. (Past 
President, R.C.P., London). Approach of the Physician, Dr. 
M. M. Suzman; of the Psychiatrist, Dr. F. H. Kooy; of the 
Surgeon, Mr. K. Lewer Allen. The Problems of Aging, Dr. E. L. 
Bortz of the University of Pennsylvania, USA. 

Tuesday 8.30 a.m.-1 p.m. Parasitic Diseases of Man in Africa. 
Introduction, Dr. M. Gelfand (of Salisbury). Surgical Aspects of 
Bilharzia, Mr. C. Marks (of Salisbury). Human Disease caused 
by some Common Worms of Dogs and Cats, Prof. P. C. Beaver. 
The Host-Parasite Relationship in Amoebiasis, Dr. R. Elsdon-Dew. 

Thursday 8.30 to | p.m. The Surgery of Repair. Shock, Re- 
suscitation and Fluid Replacement, Prof. J. H. Louw. Injuries 
of the Hand, Mr. W. Gissane (of Birmingham). Burns, Prof. T. 
Pomfret Kilner (of Oxford). Head Injuries, Prof. N. M. Dott 
(of Edinburgh). Summing up, Sir Harry Platt (Past President, 
R.C.S., England). 

Friday, 8.30 to 10.30 a.m. Recent Advances in Child Care. 
Dr. A. Moncrieff (of London); Dr. D. M. T. Gairdner (of Cam- 
bridge); Dr. H. L. Wallace. 


SECTIONS OF CONGRESS 


The speakers in the various sectional meetings* are the following: 


‘Anaesthetics (Ch.+ J. C. Nicolson, V.Cht R. Moore Dyke, 
Sec.§ K. H. Foord). R. Tovell (of Hartford, Connecticut), H. C. 
Churchill-Davidson (of London), R. Bryce-Smith (of Oxford), 
O. V. S. Kok, J. T. Hayward-Butt. Combined with Gynaecology, 
R. Bryce-Smith, S. J. Smal and S. M. Joubert, M. G. H. Mayat. 
Combined with Chest Diseases, D. Fuller, H. C. Churchill- 
Davidson. Combined with Otorhinolaryngology, R. Tovell. 


Chest Diseases (Ch. B. van Lingen, V.Ch. G. R. Crawshaw, 
Sec. |. Barnat). D. Adler, V. Schrire and W. L. Phillips, J. C. 
van der Spuy. Combined with Medicine and Paediatrics, 1. Barnat, 
B. A. Bradlow and J. L. Braudo, Louis Vogelpoel and V. Schrire, 
J. L. Braudo and S. Javett. Combined with Medicine, V. Schrire 
and H. Gerdon. Combined with Paediatrics, D. Adler, J. Lannon, 
M. Nellen and L. Vogelpoel. Combined with Medicine, J. C 
Gilfroy. B. Goldberg and I. R. Yadaken. 


Dermatology (Ch. L. J. A. Loewenthal, V.Ch. J. Leeming, 
Sec. S. H. Fine). Combined with Radiology, L. J. A. Loewenthal. 


* Combined meetings of more than one section are mentioned 
under the relative section which comes first in alphabetical 
order. 


+ Chairman. t Vice-Chairman. § Secretary. 
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Combined with General Practice, R. Schaffer. 
Paediatrics, G. H. Findlay. Jean Walker. 

General Practice (Ch. C. Coswald Brown, V.Ch. R. Schaffer, 
Sec. C. Weinberg). Combined with Medicine, W. P. U. Jackson. 
C. Coswald Brown. Prof. E. L. Bortz (of Pennsylvania). 

Hospital Administration (Ch. E. F. H. Mohr, V.Ch. H. Moross, 
Sec. L. Feitelberg). Combined with J/ndustrial and Military 
Medicine, W. H. Alkema, L. Feitelberg, R. A. Mathews, W. 
Gissane (of Birmingham), M. G. Woolf, H. M. Wolfsohn, Major 
J. Horak. H. R. H. Wannenberg, A. B. Taylor, I. Frack. 

Industrial and Military Medicine (Ch. Maj. Gen. A. J. Orenstein, 
V.Ch. Brig. J. H. Rauch, Sec. D. Lapping). See under ‘Hospital 
Administration’. 

Medicine (Ch. Prof. F. Forman, V.Ch. T. Schneider, Sec. T. G. 
Armstrong). Combined with Surgery, J. S. Richardson (London), 
P. Wilflingseder (Innsbriick), L. V. Pearson, M. Weinbren. V. 
Schrire, B. A. Bradlow and M. M. Zion, Prof. E. B. Adams and 
Pp. F. V. Forbes. Combined with Pathology, H. Gordon and 
Prof. J. F. Brock, B. M. Bloomberg, H. Grusen. J. Schneider and 
W. Cooper, T. J. Dry. 

Neurology, Psychiatry and Neuro-Surgery (Ch. S. M. Katz, 
V.Ch. L. A. Hurst, Sec. B. Crowhurst Archer). L. A. Hurst, V. 
Kinross-Wright, V. C. N. Brown. Symposium Treatment of 
Pain: Sir Russell Brain, Bt. (of London), B. Crowhurst Archer, 
V. Kinross-Wright, J. S. Richardson (of London), A. Lewer 
Allen. O. J. Goldberg, F. Frankel, L. A. Freed, H. Lowenstein, 
Prof. N. M. Dott (of Edinburgh), D. Fannin, Q.C., R. W. S. 
Cheetham, M. Ginsburg, B. Crowhurst Archer, Prof. J. F. B. 
Erasmus, R. Lipschitz, J. Bloch, F. J. Irsigler. 

Obstetrics and Gynaecology (Ch. W. Waddell, V.Ch. H. Renton, 
Sec. H. Pretorius). A. J. Wrigley (of London), L. G. R. van 
Dongen. Combined with Radiology, D. Brink. Prof. D. Crichton, 
Prof. A. Brunschwig (of New York), G. P. Charlewood, F. 
Daubenton, I. McConnachie, E. L. Trott. 

Ophthalmology (Ch. J. Graham Scott, V.Ch. J. G. Louw, Sec. 
M. Park-Ross). W. J. Levy, C. J. Blumenthal, A. Jokl, L. Staz. 

Orthopaedics (Ch. J. G. du Toit, V.Ch. W. T. Ross, Sec., J. G. 
Bickerton). Sir Harry Platt (of Manchester), A. C. Boonzaaier, 
M. Lunz. Combined with Physical Medicine, J. Cyriax (of London). 
A. J. Helfet, Prof. C. Lewer Allen, W. Gissane (of Birmingham), 
§. Sacks, I. G. P. Southgate, C. J. Kaplan. 

Otorhinolaryngology (Ch. D. J. Roux, V.Ch. J. W. Morgenthal, 
Sec. G. H. Caiger). D. J. Roux, T. Cawthorne (of London), 
B. T. Bernstein, G. H. Caiger. Combined with Surgery, A. Killey 
Monro (of London), Prof. N. M. Dott (of Edinburgh), Prof. P. 
Wilflingseder (of Innsbriick), Prof. A. Brunschwig (of New York). 

Paediatrics (Ch. S. Javett, V.Ch. Wm. Emdin, Sec. P. Klenerman). 
D. M. T. Gairdner (of Cambridge), S. Javett, M. Witkin, M. 
Medalie, C. Marks (of Salisbury), B. Zilberg, D. Ordman. 

Pathology (Ch. Prof. J. Barnetson, V.Ch. Prof. B. J. P. Becker, 
Sec. L. H. Walker). J. Metz, R. Cassel and S. M. Lewis. S. M. 
Joubert, Prof. T. Gillman, B. M. Bloomberg, R. Schapera. Com- 
bined with Public Health, V. Bokkenheuser, J. H. Mason. V. 
Schrire and H. Gordon. J. Barnetson. V. Bokkenheuser and R. 
Kooy. 

Physical Medicine (Ch. A. Reichlin, V.Ch. J. S. Alexander, 
Sec. M. R. Gitlin). J. Cyriax (of London). 

Public Health (Ch. H. Nelson, V.Ch. E. D. Cooper, Sec., A. 
Stephen). P. B. Peacock, A. L. Ferguson, J. S. Lewis, C. J. H. 
Brink, D. L. Ferguson. 


Combined with 


ASSOCIATION NEWS 
RAILWAY MEDICAL OFFICER’S GROUP 


NOTICE OF ANNUAL GENERAL MEETING 


Notice is hereby given that the Annual General Meeting of 
Members of the R.M.OQ. Group, will be held at the St. John’s 
Brigade Hall, Old Fort Road, Durban, on Friday, 20 September 
1957, at 2 p.m. sharp. 


Agenda 


1. Minutes of last Annual General Meeting (circularised). 
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Radiology (Ch. Prof. J. N. Jacobson, V.Ch. N. Sacks, Sec. 
G. S. Andrews). Combined with Surgery, W. Girdwood, M. Lautré 
J. S. Coller, E. S. Samuel, P. Marchand. E. S. Samuel, M. B. M. 
Denny, E. A. Price. 

Surgery (Ch. W. H. D. Trubshaw, V.Ch. C. A. R. Schulenburg, 
Sec. N. R. Butcher). W. Girdwood, M. Lautré, A. R. Schulenburg, 
J. A. Douglas, E. S. Samuel, P. Marchand, E. Muir, Prof. J. H. 
Louw, B. Shandling and B. Sender, D. Chapman, W. Kark. 

Urology (Ch. S. Scher, V.Ch. E. Lipworth, Sec. V. N. Larsen). 
S. Scher, E. Lipworth, W. F. de Villiers and J. C. Jordaan, J. N. 
de Klerk, C. D. Kisner, E. Abro. S. McMahon and L. Baumann. 


EXHIBITIONS 


Scientific Exhibition. This will be held in the old St. John’s Hall, 
Epsom Road, Durban, and a transport service to and from 
Congress headquarters will be arranged. Well-known overseas 
authorities have entered exhibits. Models of the New Addington 
Hospital, Durban, will be shown. A historical section will be 
included. Medical and scientific films will be shown daily. 

Trades Exhibition. This, as usual, will constitute a central 
feature of Congress. It will be held in the Great Hall of Red 
Cross House, next to the Registration Office, the information 
Bureau and the Tea Room. The official opening of the exhibition 
will be performed by the Congress President, Dr. H. Grant-Whyte, 
at 9 a.m. on Monday in the Exhibition Hall. The Exhibition is 
planned on a lavish scale, and over 60 firms are exhibiting, including 
the following: 


Abbott Laboratories (S.A.) Alex Lipworth Ltd. 
(Pty.) Ltd. Marconi (S.A.) Ltd. 

African Oxygen & Acetylene Mead Johnson International 
(Pty.) Ltd. Ltd. 


Allen & Hanbury (Africa) Ltd. 
Arken Chemicals (Pty.) Ltd. 
Bristolabs (Pty.) Ltd. 

British Drug Houses (S.A.) 


Maybaker (S.A.) (Pty.) Ltd. 
Nestlé (S.A.) (Pty) Ltd. 
Newport Trading Corporation. 
Optical Instruments (Pty.) Ltd. 


(Pty.) Ltd. Parke Davis Laboratories (Pty.) 
British General Electric Co. Ltd. 
(Pty.) Ltd. Petersen Ltd. 


British Medical Journal. 
B.O.J. Pharmaceutical Ltd. 
Burroughs Wellcome & Co. 


Pharmakers (Pty.) Ltd. 
Pfizer Laboratories (S.A.) 
Protea Holdings Ltd. 


(S.A.) Ltd. Reckitt & Colman (Africa) Ltd. 
Central News Agency. S.A. Druggists Ltd. 
Ciba Ltd. S.A. Publications (Pty.) Ltd. 
Connell Instrument Co. (Pty.) Safety & Medical Equipment 
Ltd. (Pty.) Ltd. 
B. P. Davis Ltd. Scherag (Pty.) Ltd. 
Glaxo Laboratories (S.A.)(Pty.) S.K.F. Laboratories (Pty.) Ltd. 
Ltd. Smith & Nephew (Pty.) Ltd. 
Gurr Surgical Instruments (Pty.) S.A. Philips (Pty.) Ltd. 
Ltd. Sterling Products (S.A.) (Pty.) 
J. E. Hanger & Vessa Ltd. Ltd. 
1.C.1.S.A. Pharmaceutical Ltd. Chas. F. Thackray (S.A.) (Pty.) 
Keatings Pharmaceuticals Ltd. Ltd. 


Kodak (S.A.) (Pty.) Ltd. 

Lennon Ltd. 

Eli Lilly International Corpora- 
tion. 


Union Milk Products Ltd. 
Westdene Products (Pty.) Ltd. 


: VERENIGINGSNUUS 


SPOORWEGDOKTERSGROEP (M.V.S.A.) 


KENNISGEWING VAN ALGEMENE JAARVERGADERING 


Kennis geskied hierby dat die Algemene Jaarvergadering van 
lede van die Spoorwegdoktersgroep in die St. John’s Brigade- 
Saal, Old Fort Road Durban, gehou sal word op Vrydag 20 
September 1957, om 2 nm. presies. 


Agenda 


1. Notule van die vorige Algemene Jaarvergadering (uitgestuur). 
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2. Matters arising out of Minutes and confirmation of Minutes. 

3. Annual Report of the Hon. Secretary-Treasurer. 

4. The Chairman’s Report on negotiations with the Central 
Sick Fund Board. 

5. To receive and adopt Audited Statements of Account for 
period 15/9/56 to 1/9/57. 

6. Office Bearers of the Group for year 1957/1958. 

7. Resolutions from Branch Groups. 

8. General. 

M. Cohen 
Hon. Secretary-Treasurer 


PASSING EVENTS : 


Federal Council Elections. Further results received of the recent 
5-yearly Branch Elections for Federal Council show that the 
following candidates have been elected: 
Natal Coastal Branch. A. Broomberg, H. Cartwright, S. Disler, 
N. A. Rossiter, A. G. Sweetapple, Alan B. Taylor. 
* 


Mr. Eric Kreft, M.B., Ch.B. (Cape Town), F.R.C.S. (Edin.), 
is now practising as a General Surgeon at 405 Woodgate House, 
Cairo Road, Lusaka, Northern Rhodesia. Telephones: rooms 
83574, residence 82993. Postal address: P.O. Box 998, Lusaka. 

* * * 


Lede word daaraan herinner dat hulle die Sekretaris van die Mediese 
Vereniging van Suid-Afrika, Posbus 643, Kaapstad, sowel as die 
Registrateur van die Suid-Afrikaanse Mediese en Tandheel- 
kundige Raad, Posbus 205, Pretoria, moet verwittig van enige 
adresverandering. 

Versuim hiervan beteken dat die Tydskrif nie afgelewer kan 
word nie. Dit het betrekking op lede wat oorsee gaan sowel as 
dié wat binne die Unie van adres verander. 
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2. Sake voortspruitend uit die Notule en bekragtiging yap 
Notule. 
3. Jaarlikse verslag van die Eresekretaris-Tesourier. 
4. Voorsitter se verslag van onderhandelinge met die Sentral 
Siekefondsraad. 
5. Aanbieding en aanvaarding van ge-ouditeerde Rekening- 
State vir die tydperk 15/9/56 tot 1/9/57. 
6. Ampsdraers van die Groep vir die jaar 1957/1958. 
7. Besluite van Tak-Groepe. 
8. Algemeen. 
M. Cohen 
Eresekretaris-Tesourier 


IN DIE VERBYGAAN 


Unie van Suid-Afrika. Departement van Gesondheid.  Aangifte 
van ernstige epidemiese siektes en poliomiélitis in die Unie ge- 
durende die tydperk 16-22 Augustus 1957. 


Poliomiélitis 
Bl. Nat. Kl. As. Totaal 
Transvaal - 2 
Oranje-Vrystaat .. - - 
Natal - - - 
Totaal it 3 l 2 - 6 
Tifuskoors 


Die Somerset-Oos Afdelingsraad-gebied kan nou as yry van 
besmetting beskou word. Geen verdere gevalle is sedert die 
aangifte in Nuusbrief No. 30 van 1957 aangemeld nie. 

Pes, Pokkies: Geen. 


REVIEWS OF BOOKS : BOEKRESENSIES 


GASTRO-ENTEROLOGY 


Synopsis of Gastroenterology. By Rudolf Schindler, M.D., 
LACE. Po. avi 5. $7.75. New York and London: 
Grune & Stratton, Inc. 1957. 


Contents: 1. Gastro-intestinal lesions and symptoms connected with diseases 
of other organ systems. II. General etiology of gastro-intestinal diseases. III. 
General symptomatology of gastro-intestinal disorders. IV. Examination. V. 
Diseases of mouth, pharynx, and salivary glands. VI. Diseases of the esophagus. 
VII. Diseases of stomach and duodenum. VIII. Intestinal obstruction. IX. 
Appendicitis. X. Diseases of jejunum and ileum. XI. Diseases of colon and 
rectum. XII. Diseases of the liver. XIIL. Diseases of the gallbladder and of the 
biliary ducts. XIV. Diseases of the pancreas. XV. Diseases of the peritoneum. 
XVI. Gastro-intestinal symptoms due to poisonous reptiles and insects; parasites 
of the alimentary tract. XVII. General therapy of gastro-intestinal diseases. 
Index 

This book is a reminder of a past era and makes an interesting 
contrast with recent British publications in this field. Although 
Dr. Schindler has worked in the United States for many vears his 
ideas obviously represent pre-war Continental practice. Even 
though this is a ‘practical’ book the discussions on aetiology and 
pathology are of a disappointingly poor standard. Acceptable 
recent advances are rarely adequately discussed; for instance, how 
can one today dismiss the aetiology of fibrocystic disease of the 
pancreas and hepatolenticular degeneration as ‘unknown’? 

Suggested clinical techniques are often out of date; he recom- 
mends the iodine test for bilirubinuria (ignoring ‘ictotest’) and the 
icteric index for jaundice. : 

Dr. Schindler is a noted gastroscopist and draws detailed conclu- 
sions from his observations of the stomach lining— but neglects to 
discuss how biopsy studies of the mucosa have undermined many 
of his concepts. 

Descriptions of various diseases tend to be incomplete and 
usually pertaining to the later stages. Nor is therapy a strong point 
— it is usually old-fashioned. Examples of this are spa treatment for 
‘chronic non-calculous cholecystitis’ ard ‘chronic enteritis’ and 


long-continued daily gastric lavages for ‘chronic superficial 
gastritis. Dr. Schindler is admittedly hostile to the current 
psychosomatic approach in many gastro-intestinal disorders. 
Antibiotics and corticosteroids are poorly discussed—why recom- 
mend streptomycin for infective hepatitis? 

The book is untidily written and badly edited—but has a good 
index. 

D.M.K. 


CONGRESS OF GASTRO-ENTEROLOGY 


International Congress of Gastro-enterology. Fifth Meeting of 
L’Association des Sociétés Européennes et Méditerranéennes 
de Gastro-Entérologie. London, July 18-21, 1956. Pp. xix +634. 
Illustrations. Basel (Switzerland) and New York: S. Karger. 
1957. 


Contents Non-malignant Conditions of the Ogesophagus. Premalignant 


Conditions of the Alimentary Tract. Ulcerative Colitis. 


This volume contains the proceedings of the Sth meeting of the 
International Congress of Gastro-enterology, which was held in 
London in July 1956. By all accounts it was a most successful 
congress. It was attended not only by members of the Association 
from almost every country in Europe, but also by many visitors 
from the British Commonwealth, the USA and other parts of 
the world. 

Three main themes are dealt with: non-malignant conditions 
of the oesophagus, pre-malignant conditions of the alimentary 
canal, and ulcerative colitis. In addition there are included i 
the volume 30 short papers covering a wide variety of subjects 
of general gastro-enterological interest. Under the heading 
‘discussion’ there are also numerous short contributions which 
relate results of recent research. 
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The section on diseases of the oesophagus deals exhaustively 
with many aspects of the condition of hiatus hernia, in which 
field great strides have been made in recent years. The anatomical 
and physiological aspects of the junction of the oesophagus and 
the stomach present difficult problems and many of the papers 
are devoted to a study of this subject. Much of the new work is 
the result of ingenious methods of radiological investigation, 
and the contributions in this field are particularly outstanding. 
There has been some new work on achalasia of the cardia, but the 
most interesting papers from a clinical point of view are those 
which deal with peptic oesophagitis, ‘reflux’ oesophagitis, and 
other conditions due to incompetence of the cardia. 

The section on ulcerative colitis is extremely good and the 
collection of papers probably represents the most informed and 
up-to-date work on this subject. There has been much new 
pathological work on this condition, especially exfoliative cytology 
and rectal biopsy studies, but there is still no knowledge of its 
aetiology. There are the usual arguments about medica! versus 
surgical treatment, and in the latter there seems to be, now, a 
consensus that ileostomy with colectomy is the operation of 
choice. In regard to medical treatment there are those who are 
enthusiastic about the value of the corticosteroids and others, 
like Bargen—a veteran worker in this field—who caution against 
its use. The most violent disagreements, however, are evident 
in the discussion on the value of psychotherapy in the treatment 
of this condition. 

The section on pre-malignant conditions includes a large variety 
of subjects. The short papers cover many recent advances, such 
as hepatic coma, carcinoidosis, uropepsin studies etc. 

The book is elegantly produced with numerous X-rays and 
diagrams. Its value would have been enhanced if summaries in 
English had been included of the articles in other languages. 
Nevertheless it is a mine of information, extremely interesting, 
and it can be highly recommended. pe 


SPONTANEOUS HAEMOSTASIS-—A SYMPOSIUM 


ler Symposium de la Fondation Valentino Baldacci (Madrid, 

27-30 mai 1955). Hémostase spontanée, plaquettes sanguines et 

parois vasculaires. J. Roskam, President, J. F. Ackroyd, A. 

Baserga, Y. Bounameaux, P. De Nicola, C. Elosegui, R. Feissly, 

A. Fieschi, J. Guasch, J. Hugues, F. Koller, R. G. Macfarlane, 

J. P. Soulier, S. Van Creveld. Pp. 190. Pisa: Omnia Medica. 

1956. 

Contents: Avant-propos. Ordre des travaux du symposium. Commentaires 
accompagnant la projection de trois films. Echanges de vues sur les différents 
processus participant a l’arrét des saignements et a la prévention des hémorragies 
non traumatiques. I. Modification de la paroi vasculaire lésée la rendant apte 
ase couvrir de plaquettes. Ses rapports avec la coagulation et 'immunité. UL. 
Adhesion des plaquettes a une surface étrangére modifiée par le plasma (ou le 
serum). Ses rapport avec la coagulation. Ill. Formation de fibrine ‘concréte’ 
dans 'héemostase spontanée. IV. Phénoménes vaso-moteurs dans !"hémostase 
spontanée. V. Retraction de la fibrine et son réle dans Thémostase spontanée. 
\Il. Réle des plaquettes dans la prévention des saignements. VII. Autres pro- 
blemes. Conclusions. Annexes (rapports précirculés). Bibliographie. Index 
alphabétique des matiéres. 

The first symposium of the Baldacci Foundation was held in 
Madrid in May 1955 on the initiative of Professor Ugo Baldacci. 
The Foundation was dedicated to the study of the roles played by 
the blood platelets and vessel walls in the spontaneous arrest of 
non-traumatic bleeding as well as the genesis and prevention of this 
condition. 

Professor Roskam of the University of Liége presided at the 
conference, which was attended by many distinguished research 
workers in the field of haematology from many universities in 
curope. Individual reports embodying the views of the authors 
Were circulated beforehand and before the discussions began 
3 films illustrating aspects of the problem were projected. The 
subsequent debates and expressions of opinion, which were carried 
ona high scientific plane, were registered on sound film and edited 
without significant alteration. They stand, as this book shows, as 
a model of precise exposition and courteous disagreement. 

_ The Symposium applied itself to different facets of its self- 
imposed task, viz.: (1) Changes occurring in the injured vascular 
wall making it suitable for the formation of a mass of platelets; 
their relation to coagulation. (2) Adherence of platelets to a foreign 
surface modified by plasma or serum; relation to coagulation. 
3) Formation of fibrin in spontaneous haemostasis. (4) Vaso- 
motor phenomena in spontaneous haemostasis. (5) Contraction 
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of fibrin and its role in spontaneous haemostasis. (6) The role 
of the blood platelets in the prevention of bleeding. 

Each of these problems was discussed in turn and we read the 
actual remarks made by each speaker at the time. 

From a wealth of material I choose a few of the scientific observa- 
tions presented to the conference. 

Experiments with a suspension of blood platelets in saline showed 
that they underwent no change in form on contact with the glass 
walls of the containing vessel, even in the presence of calcium. 
When, however, a previously incubated mixture of haemophilic 
globulin together with the Christmas factor and calcium is added 
to the platelet suspension, individual platelets lose their Brownian 
movement and adhere to each other. In this and other phenomena 
‘Intermediate Product One’ plays an essential role. During the 
discussion on the adherence of blood platelets, Professor Roskam, 
president of the symposium, put forward the view that each platelet 
was surrounded by what he called an ‘atmosphere’ of plasma. 
This would explain their behaviour in the experiments detailed by 
Professor Bounameaux of Liége. 

Observations and measurements on sectioned arterioles in the 
ear or mesentery of the rabbit, the wing of the bat and the web 
of the frog revealed that the primary constriction following trauma 
is followed shortly by a dilatation to the normal calibre. 

Tables and graphs throughout the text illustrate the theories 
advanced by the various speakers at each of the sessions devoted 
to these problems. And so many brilliant experiments are detailed, 
sO many contrasting opinions expressed, that the reviewer's task 
can only be that of recording the great value of the symposium, not 
only as a forum for the exchange of ideas but as a notable contribu- 
tion to this particular domain of physiology. 

The book is well printed. There is a short subject index and a 
very extensive list of references. The inclusion of separate short 
reports, many in English, written by those participating in the 
symposium helps considerably to a proper appreciation of the 
work, which is rounded off by 15 short paragraphs summarizing, 
by unanimous consent, the conclusions of the Conference. 


C.K.O°'M. 


UROLOGY 


Principles of Urology—An Introductory Textbook to the 
Diseases of the Urogenital Tract. By Meredith F. Campbell, 
M.S., M.D., F.A.C.S. Pp. xxii + 622. 319 Figures. $9.50. 
Philadelphia and London: W. B. Saunders Company. 1957. 


Contents: 1. Introduction to Urology. 2. Urologic Symptoms and Their Inter- 
pretation. 3. The Clinical History and Urologic Examination. 4. Applied Anatomy 
and Physiology of the Urogenital Tract. 5. Urinary Obstruction. 6. Embryology 
and Anomalies of the Urogenital Tract. 7. Infections of the Urinary Tract. 
8. The Male Reproductive Tract. 9. Neuromuscular Uropathy. 10. Iniuries of 
the Urogenital Tract. 11. Urinary Calculous Disease. 12. Tumours of the Uro- 
genital Tract. 13. The Adrenals. 14. Urology cf the Female. Bibliography. 
Questions. Index. 


From an author and teacher of this standing one expects the best 
and in the ‘Principles of Urology’ we have an outstanding text-book 
for students. 

Dr. Meredith Campbell has ‘Clinical Pediatric Urology’ (1951) 
and the 3-volume ‘Urology’ (1954) to his credit. This present book 
is designed and compiled for the practitioner seeing the occasional 
urological problem and particularly for the undergraduate student. 
It covers all aspects of urology adequately and the concise and clear 
exposition makes reading a pleasure. The text is generously 
illustrated with large and clear photographs. 

Special emphasis is given to basic applied anatomical and 
physiological considerations and the special methods of examina- 
tion in urology. These are commonplace knowledge to the urologist 
but require clear exposition to the student. 

One expects it from this author and finds in this book a particu- 
larly good chapter on congenital anomalies of the genital and 
urinary systems. 

The minor urological procedures like reduction of paraphimosis, 
meatotomy, circumcision, and passage of urethral sounds and 
catheters, are fully discussed and illustrated, whereas the finer 
technical details of major urological operations and controversial 
theoretical considerations are omitted or summarily dealt with. 

Throughout the book the author gives evidence that he is aiming 
to teach the student and not the expert. In my opinion the emphasis 
has been put where it belongs, so that this book is second to none 
as a first-class medium of instruction for the student in urology. 
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An interesting feature and a stimulating experience is introduced 
by a list of questions at the end of the book with page references 
to the answers. The special chapter on word-usage and the deriva- 
tion of words often found in urology will be gratefully acknow- 
ledged by the more enquiring student. 

The book is clearly indexed and printed in bold type on glossy 


paper. 
P.J.M.R. 


ANAESTHETICS 


Recent Advances in Anaesthesia and Analgesia (including Oxygen 
Therapy). 8th Edition. By C. Langton Hewer, M.B., B.S. 
(Lond.), M.R.C.P. (Lond.), F.F.A.R.C.S. (Eng.) and J. Alfred 
Lee, M.R.C.S., L.R.C.P., M.M.S.A., F.F.A.R.C.S. (Eng.). 
Pp. viii + 295. 95 Illustrations. 40s. net. London: J. & A. 
Churchill Ltd. 1957. 


Contents: 1. Premedication and Sedation. 2. Inhalation Anaesthetics. 3. 
Apparatus for Inhalation Anaesthesia. 4. Developments in Endotracheal 
Anaesthesia. 5. The Explosion Risk in Anaesthesia. 6. Intravenous Anaesthesia. 
7. Muscle Relaxants. 8. Local Analgesia. 9. The Present Position of Subarachnoid 
and Extradural Analgesia. 10. Reduction of Haemorrhage during Operation. 
11. The Phenothiazine Derivatives. 12. Induced Hypothermia. 13. Collapse, 
Shock and Resuscitation. 14. Anaesthesia for Diagnostic Procedures. 15. 
Anaesthesia for Thoracic Surgery. 16. Anaesthesia for Operations on the Heart 
and Great Vessels. 17. Anaesthesia and Analgesia for Abdominal Surgery. 
18. Anaesthesia in Obstetrics. 19. Complications of Anaesthesia. 20. Psycho- 
logical Aspects of Anaesthesia and Analgesia. 21. Anaesthetic Charts and Records. 
22. Oxygen Therapy. Index. 


This work has been a very popular book throughout its seven 
editions which have appeared since 1932. Equally popular has been 
‘A Synopsis of Anaesthesia’ by J. Alfred Lee. These two authors 
have now joined forces in preparing this 8th edition of ‘Recent 
Advances’. 

Unlike the previous seven editions, which have presented recent 
advances together with a brief description of older knowledge, this 
8th edition deals only with advances during the past few years. The 
general lay-out and division of Anaesthesia into various fields 
remains unchanged. The subject matter is presented in the same 
concise, concentrated form as previously, and one may say that it 
is set out in such a way that the book provides a key to a vast 
amount of knowledge rather than providing the knowledge in full. 
The information contained in the various sections has been culled 
from a very large number of sources, embracing a variety of points 
of view. One of the most attractive features of the book is the full 
bibliography accompanying each chapter and comprising a total 
of some 850 references to recent literature. 

This is a book which should be of the greatest value to the 
practising anaesthetist who has difficulty in keeping up with the 
literature, and to the postgraduate student in anaesthetics. 


A.B.B. 


EPIDEMIOLOGY 


Principles of Epidemiology. By lan Taylor, M.D., M.R.C.P., 
D.P.H. and John Knowelden, M.D., D.P.H. Pp. vii + 299. 
26 Illustrations. 30s. net. London: J. & A. Churchill Ltd. 1957. 


Contents: 1. Describing Disease Patterns. 2. Mortality Rates. 3. Measurement 
of Morbidity. 4. Special Surveys. 5. Agents of Infection. 6. Transmission of 
Infection. 7. Host Reaction. 8. Other Host Factors. 9. Crowding and Dispersal. 
10. Time. 11. Place. 12. The Family. Appendix A. Appendix B. Index. 


The authors, as set out in their preface, have successfully attained 
their object of bringing to the reader’s notice the principles of 
epidemiology. The majority of the examples used to prove or 
illustrate their points are concerned with infectious diseases, but 
the treatise has been planned and set out on a much wider frame- 
work, as will be obvious to anyone who even opens the book. 

The first section deals exclusively with medical statistics, rates 
and the correct manner of collecting and handling morbidity and 
mortality figures. The remainder of the book deals with epidemi- 
ological principles and the effect of overcrowding, school activity 
and attendance, home circumstances, social status and travelling 
on the trends of spread and occurrence of the various infectious 
diseases. The assertion that there is a racial susceptibility of the 
African and Negro groups to tuberculosis is rather startling and 
something which your reviewer cannot with the best will in the 
world accept. 

The style is pleasing and easily readable, the paper is of a good 
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quality and the publication has a useful index. Printer’s and other 
errors are conspicuous by their absence. 
A useful book and one to be wholeheartedly recommended to 
health officers and students. 
E.D.C, 


PULMONARY COMPLICATIONS IN ABDOMINAL SURGERY 


Pulmonary Complications of Abdominal Surgery. By Anthony R. 

Anscombe, M.S. (Lond.), F.R.C.S. (Eng.). Pp. x + 121. 

— 20s. net. London: Lloyd-Luke (Medical Books) Ltd, 
Contents: Preface. 1. Introduction. II. Post-operative Complications. [I]. 
The Mechanism of Breathing. IV. Investigation of the Pulmonary Mechanical 
Function. V. Pre-operative Considerations. VI. The Effects of Operation, 
VII. Post-operative Factors. VIII. Effect on the Total Capacity of the Lungs. 
IX. Pulmonary Complications. X. Pulmonary Embolism. XI. Post-operative 
Hypoxaemia. XII. Conclusions. References. Appendix. Index. 
This little book is material used in the 1955 Moynihan Prize Essay 
and a thesis for the degree of Master of Surgery in the University 
of London. There is thus an extensive review of the literature 
on post-operative pulmonary complications, and additional 
observations are reported which are based on a study of 146 
patients by means of vital spirogram readings using a spirometer 
designed to eliminate the inertia of most other machines. 

The findings are well documented and indicate clearly the very 
marked decrease of vital capacity following upper abdominal 
incisions. Conclusions are drawn from these findings and a few 
helpful suggestions are made for the prevention of the severer 
complications. 

Altogether it is a pleasant and instructive book to read and 
it can be recommended to surgeons and physicians alike. The 
author would be providing a service if he had condensed his 
material into one or more short articles for publication, for the 
benefit of those surgeons who prefer their literature in pre-digested 


form. 
D.J.duP. 


ENDOCRINES—CIBA FOUNDATION REPORT 


Ciba Foundation Colloquia on Endocrinology. ‘Volume 10. 

Regulation and Mode of Action of Thyroid Hormones. Editors 

for the Ciba Foundation, G. E. W. Wolstenholme, O.B.E., 

M.A., M.B., B.Ch., and Elaine C. P. Millar, A.H.-W.C,, 

A.R.LC. Pp. xii+311. 114 illustrations. 48s. net. London: 

J. & A. Churchill Ltd. 1957. 

Contents: Chairman's opening remarks. Hypothalamus-pituitary-thyroid 
relationships. Contribution to the regulation of thyroid activity. The influence 
of the central nervous system on the control of thyrotrophin secretion. Pituitary 
cytology in relation to thyrotrophic hormone secretion. Effects of hypophysectomy 
on organic iodine formation in rat thyroids. Factors influencing the thyroidal 
iodide pump. The ‘feed-back’ hypothesis of the control of thyroid function. 
General Discussion. Hormone synthesis in the iodine-deficient thyroid gland. 
Enzymic aspects of thyronine metabolism and its iodinated derivatives. The 
metabolism of thyroid hormones by kidney and the biological activity of the 
products. On the presence of 3 : 5 : 3’-triiodothyroacetic acid and 3 : 3’-diiodo- 
thyronine in rat muscle and kidney after administration of 3 : § : 3’-triiodo-L- 
thyronine. The distribution and metabolism of thyroid hormones. The 
deiodination of thyroid hormones in vitro. General Discussion. Hepatic regulation 
of thyroxine metabolism. Thyroid hormones at the peripheral tissue level: 
metabolism and mode of action. Cellular actions of thyroxine and similar com- 
pounds. Some observations on the clinical effects of triiodothyroacetic acid. The 
influence of the thyroid gland upon immune responses of different species to 
bacterial infection. General Discussion. 

The Ciba Foundation has now sponsored 40 conferences, 15 of 
which have been devoted to subjects of endocrinological interest. 
The latest symposium deals exclusively with the thyroid gland, 
or, rather, with certain aspects of it. 

Particular attention has been paid to the role of the hypothalamus 
as a regulator of thyroid function and to the relationships which 
exist between the hypothalamus, both lobes of the pituitary gland, 
the thyroid and adrenal glands. Histochemical studies of the 
pituitary gland in relation to thyroid function are discussed and 
modern methods of investigation—notably chromatography and 
the use of radio-active isotopes—have been applied to the 
elucidation of the nature and mode of action of thyroid hormones. 

_The fundamental character of these colloquia is cne of informal 
discussion by international experts in each field. These discussions 
are reported in detail, so that as much may be learned from perusal 
of these ‘post-mortems’ as from the papers themselves. It 's 
interesting to observe the divergence of opinion which has resulted 
from. the recent intensive investigation of thyroid physiology 
and it is clear that many basic problems remain to be solved. 
The exchange of ideas in highly critical gatherings of this sort 's 
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an excellent stimulus to full-scale attempts to solve these difficulties. 

The clinical applications of much that is reported in this volume 
are indirect, so that it is unlikely to be of value, except to those 
engaged in similar research or ‘specifically interested in thyroid 
physiology. To these, however, the main value of this book will 
je in its excellent presentation of a ‘bird's-eye view’ of the latest 
approaches to problems of thyroid function. 

We must once again thank the Ciba Foundation for the stimulus 
they provide to international medical research. a 


TEXT-BOOK OF MEDICINE 


Textbook of Medicine. 12th Edition. By Various Authors. 

Edited by Sir John Conybeare, K.B.E., M.C., D.M. (Oxon.) 

F.R.C.P. and W. N. Mann, M.D. (Lond.), F.R.C.P. Pp. 

xvi+861. 39 Figures. 32 X-ray Plates. 42s. net. + Is. 9d. 

Postage Abroad. Edinburgh and London: E. & S. Livingstone 

Ltd. 1957. 

Contents: Diseases Due to Infection. Tuberculosis. 
Diseases. Helminthic Diseases. Diseases of Infants. Poisonings and Intoxications. 
Disorders of the Endocrine System. Diseases of Metabolism. Diseases of the 
Blood, Lymphatic Glands, and Spleen. Diseases of the Alimentary Canal. 
Diseases of the Liver, Gall-Bladder, Pancreas, and Peritoneum. Diseases of the 
Cardiovascular System. Diseases of the Respiratory System. Renal Diseases. 
Affections of the Joints and Bones. Diseases of the Nervous System. Psychological 
Medicine. Common Diseases of the Skin. Appendices. Index. 

The 12th edition of this well-known textbook made its appearance 
in April of this year. The list of contributors include a number 
of eminent British authorities. Since the I1th edition in 1954 
there have been many changes, in particular the complete re-writing 
of the section on diseases of the nervous system. There has also 
been considerable alteration in the section on diseases of the 
skin and the adrenals. It is heartening to see that articles on salt 
and water metabolism and porphyria have been included in the 
section on metabolism. The section on endocrine disorders has 
been written by Dr. Bishop and a short account of the use of 
corticotrophin and cortisone has been included. In these days 
of widespread and uncritical use of steroid therapy this is to 
be welcomed in a text-book of medicine. The side effects and 
complications due to overdosage are mentioned and a very brief 
account of conditions which may be treated with cortisone or 
corticotrophin. 

Although on the whole the book is well balanced there are 
some possible defects, e.g. in the treatment of hypertension, 
whereas “hypotensive drugs’ is given as a main sub-heading the 
only two mentioned are hexamethonium bromide and rauwolfia 
serpentina. More emphasis may well have been put on drug 
therapy, including a discussion of the dangers and advantages 
of such treatment. Dr. Osman has contributed the section on 
renal disease and has covered it well although he has still retained 
such terms as larval nephrosis and necrotizing nephrosis. He 
has always been an enthusiastic advocate of the treatment of the 
nephrotic syndrome by the administration of alkaline salts. 
This is not generally successful nor is his opinion on the mode 
of action of ACTH and cortisone acceptable. ‘Since they act 
by causing, among other changes, a relative alkalosis, which is 
More simply obtained, and more easily controlled, when alkaline 
sales are given directly’. Decapsulation cannot be recommended 
a a treatment of the nephrotic syndrome and the 4 lines devoted 
to it could be usefully omitted from the text. 

A book such as this will always be popular with the students 
as a bird’s eye view of medicine as medicine is given within the 
scope of its 827 pages. The book is well produced, well printed, 
and in the main the information is clearly and concisely set out. 
On the whole, debatable opinions and forms of treatment are 
avoided. The therapeutic section included in the chapter on 
diseases of the skin is sufficiently short so as not to lead to further 
despair on the part of the struggling student. Of more particular 


Venereal Diseases. Tropical 


CORRESPONDENCE 


OPEN PANELS versus CLOSED PANELS 


To the Editor: The increasing powers and dictatorial methods 
of some members of Southern Transvaal Branch Council have 
been steadily changing the character of the Medical Association 
of South Africa. The conditioning process for its wholehearted 
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interest is the section on the antibiotic drugs, which is a much 
needed and important section of every text-book of medicine. 
The reviewer cannot agree that there are no serious toxic effects 
of penicillin except skin sensitization and fever. 

For the student this book serves well, not only as an introduction 
to medicine, but as a guide and friend throughout the clinical 
years. It has justifiably achieved popularity as one of the best 
text-books of medicine. 

LE. 


CURRENT THERAPY 


1957 Current Therapy. Edited by Howard F. Conn, M.D. 

Pp. xxx+731. $11-00. Philadelphia and London: W. B. 

Saunders Company. 1957. 
Contents: 1. The Infectious Diseases. II. Diseases of the Respiratory System. 
IIL. Diseases of the Cardiovascular System. IV. Diseases of the Blood and Spleen. 
V. Diseases of the Digestive System. VI. Disorders of Metabolism and Nutrition. 
VII. Diseases of the Endocrine System. VIII. Diseases of the Urogenital Tract. 
IX. The Venereal Diseases. X. The Allergic Diseases. XI. Diseases of the Skin. 
XII. Diseases of the Nervous System. XIII. Diseases of the Locomotor System. 
XIV. Obstetric and Gynecologic Conditions. XV. Diseases Due to Physical and 
Chemical Agents. XVI. Appendices and Indices. 
This volume, the ninth in the series started in 1949, contains 
a considerable amount of new information. The difficulty that 
the modern doctor has in keeping abreast of medical literature 
is a very considerable one and this is an attempt to encompass 
within the covers of a single volume a great deal of current medical 
treatment. 

The book consists of a compilation of essays or brief comments 
by a great number of contributors, many of whom are reputed 
experts. Although the contributors are largely American, there 
are one or two contributors from outside the United States, 
notably Smirk on the treatment of hypertension and Sheehan 
on the treatment of hypopituitarism. The Editor claims that 
between 30 and 50°% of the material in each annual edition is 
new or has been significantly modified. In a few instances, where 
there is a different opinion. more than one author has contributed 
to the subject, but in other instances, such as in the article on 
Diabetes Mellitus, no less than the following authorities have 
combined: G. G. Duncan, L. J. Palmer, H. G. Ricketts and 
H. F. Root. The busy practitioner who wishes to use this book 
should remember that the articles reflect the current thinking 
of these authors. Some of their opinions may not meet with 
general acceptance. 

Whether the issue of a book of this nature, in which everything 
from hairy tongue to haemorrhoids is covered, is warranted 
every year, is open to question. In a review of this kind it is 
quite impossible to cover critically even a small fraction of the 
book, but one has the feeling that in many of the fields where 
there has been little advance, perhaps the subject matter might 
have been considerably curtailed. On the other hand if the book 
is claimed to cover current therapy comprehensively then some 
sections are quite inadequate e.g. the treatment of uraemia. 

In the preface a claim is made that the authors have had the 
opportunity to give a current estimate of the effectiveness of 
new drugs, but this is not always fulfilled, e.g. in the treatment 
of congestive failure, although aminometramide is mentioned 
as a diuretic and the doses are given, there is no critical evaluation 
of this drug. It could perhaps easily have been omitted. It will 
disappoint the South African reader that in the section of disorders 
of metabolism and nutrition porphyria is not mentioned. 

Of use to the American reader in particular will be the list of 
principal active ingredients in various commercial products. 
In addition there is a section in which a roster of drugs is given. 

The book is well printed, although the double format may well 
be irritating to some readers. It will be of value to the busy 
practitioner in keeping him abreast of many of the advances in 
treatment, and is a useful reference book. L.E. 


: BRIEWERUBRIEK 


acceptance of trade unionism is nearly completed. Already this 
Council is telling us which jobs we may or may not apply for; 
who may take partners and who not, and which benefit societies 
may operate closed panels and which not. This glorious dictatorial 
inconsistency is very much shaping our future status both as 
individuals and as a profession. 
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Federal Council in Durban will be facing a greater crisis than 
it is aware of, though ostensibly it will just be giving a decision 
on Mines Benefit Society activities and its closed panel of doctors 
and specialists. 

The vindictive and inconsequential way in which the Branch 
Council has been negotiating with the M.B.S. is hard to fathom, 
unless, of course, it thinks it can break this benefit society for a 
possible new medical aid scheme to arise out of its ruins like a 
phoenix. Unfortunately it is sure to look more like an aasvoél, 
calculated to scare off the public. 

The last meeting I attended in connection with benefit society 
work consisted of specialists of different groups and the chair- 
man and members of the Southern Transvaal Branch Council. 
It was a ghastly meeting! One in which shouting and constant 
interruptions were supposed to convey convictions and_per- 
suasion. No one would have imagined that a meeting of reputably 
respectable professional men could be so completely devoid of 
decency and dignity. It was trade unionism at its worst! After 
this experience | feel the time has come for Federal Council to 
appoint a committee for the advancement of professional dignity 
as a counterblast. 


So far no facts or figures have been produced to the profession 
in support of condemnation of the closed panel system, and its 
opposers blissfully ignore or resolutely refuse to accept any figures 
which may prove the contrary. Their slogan ‘free choice of doctor’ 
based on the open panel has become a smoke screen for their 
machinations in lieu of proofs. One other leading protagonist 
of the ‘open panel’ system conducts an organization which is 
probably the most tightly ‘closed panel’ in the country in the 
form of the S.A. Blood Transfusion Service. In practice this 
ideal-sounding catch-phrase is misleading, for it is not the patient 
who benefits by it but the doctor. The specialist is called in not 
by the patient but by the doctor; and conditions are created in 
which the increasingly popular system of dichotomy flourishes 
like the green bay tree. In the recent trial of open panel in the 
pool system with free choice of doctor-specialists, the costs of 
hospitalization and anaesthetics were trebled. In other words 
there is more money for more doctors in this system, and there- 
fore our Committee on Economics recommends it. 

The closed panel provides all medicines, which few open panels 
can afford. It gives limited choice of specialist but almost un- 
limited choice of doctor. Its committee functions in much closer 
contact with its members and medical staff. This system en- 
courages the specialist to try out conservative rather than opera- 
tive treatment in gynaecology, especially where the latter is grossly 
overdone. 

Available statistics prove that with the open panel the opera- 
tion rate per consultation is just double that of the closed panel. 
After many years of experience of both systems, it is my con- 
sidered opinion that the patients’ interests are better served in 
the closed panel benefit society. 

Federal Council has in the past rescinded certain resolutions 
passed by them bona fide but on insufficient evidence. In the 
present circumstances it is to be hoped that they will not allow 
themselves in Durban to be jockeyed into another untenable 
position in the matter of a particular closed panel, by the aggres- 
sively vociferous persistence of certain individual delegates of 
the Southern Transvaal Branch, whose influence is steadily waning. 

Branch Council do not demand my resignation on principle, 
nor will they accept it when proffered, but keep trying to make 
my position untenable. Negotiations with them must fail as they 
keep changing front and altering their demands. They have been 
guilty of gross discourtesy to our Gynaecological Group in Jo- 
hannesburg by apparently accepting its joint and considered 
recommendation—then scrapping it completely without even 
informing the Group of their action. I feel it my duty to let the 
profession know what is taking place in the Southern Transvaal 
Branch of the Medical Association of South Africa. Rather 
than give in to their bullying | am prepared to resign from the 
Association and do all the work myself. 

C. F. Krige 


165 Lister Buildings 
Jeppe Street 
Johannesburg 


26 August 1957 


CAPE TOWN MEDICAL SCHOOL : NEW TIE AND JOURNAL 


To the Editor: \ should be grateful if through the medium of your 
correspondence column I could bring two matters to the attention 
of readers who are graduates of the University of Cape Town 
Medical School. 

The Medical School has recently adopted a faculty tie for wear 
by clinical-year students and by graduates. The tie embodies 
insignia consisting of a shield containing the three gold annulets 
on a red background of the City of Cape Town arms, and a cady- 
ceus. Woven on a high grade-cloth of darkish blue, the tie js 
both attractive and distinguished in appearance. Graduates 
of the Medical School who wish to obtain a tie may write te the 
Medical Students’ Council at the address below, enclosing a 
postal order for 19s. 2d. and giving the year of graduation. 

The other matter is that the 1957 issue of Inyanga, the annual 
student publication will shortly be on sale. It is felt that many 
‘old boys’ may wish to acquire copies of this journal, especially 
as it contains news of recent developments at the School, staff 
news and historical data, in addition to articles of medical interest 
written by students. A postal order for 4s. will ensure post-free 
delivery of a copy of /nyanga as soon as it is published. 

Arthur B. Rosenberg 

Hon. Secretary, Medical Students’ Council. 
Medical School 
Mowbray, Cape 
28 August 1957 


BLOOD TRANSFUSION SERVICES 


To the Editor: The lack of a comprehensive blood transfusion 
service in Cape Town is disconcerting, and it was with surprise 
that I read the letter of Dr. W. G. Davis" in the Journal of 17 
August. 

Surely the various techniques for compatibility testing which 
he outlines can be done at a central station as efficiently as else- 
where. And surely this would allow the cost of blood transfusion 
to be reduced, and a scale of fees to be established. 

I am sure that such a comprehensive service would not presume 
to order ‘when, how much, at what rate and in what manner 
blood should be given’, as Dr. Davis fears it would; and I need 
hardly list the several other advantages—a brisker service for 
one! Pity the non-obstetrical patient who is too well-off to be 
admitted to a general hospital, and foolhardy enough to hae- 
morrhage, say, a few miles out of central Cape Town! Under 
such circumstances the steps to be taken under the present system 
to administer blood in a private home are many and hazardous; 
not least the broomstick from which the blood bottle must be 
suspended! 

No, Sir. We need what most other cities have long had—a 
comprehensive scheme to augment our excellent donor service, 
and it disturbs me to read any word obstructing a move in this 
direction. 


414 Medical Centre 
Heerengracht 
Cape Town 


21 August 1957 
1. Davis, W. G. (1957): S. Afr. Med. J., 31, 840 (17 August). 


Robert Slome 


“SEMMELWEIS 


To the Editor: The article ‘Puerperal Sepsis 1800-1957" naturally 
mentions the name of Semmelweis, which is however spelt it- 
correctly with two ‘s’s. 


The correct spelling is ‘Semmelweis’ with one ‘s’. 


East London 
20 August 1957 


1. Stallworthy, J. A. (1957): S. Afr. Med. J., 31, 833 (17 August). 


Nathan Finn 
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